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nomic distress. Widespread suffering has 
quickened interest in widespread relief. 


F a decade the nation has been suffering eco- 


The Bill before us, S. 1620, emphasizes the need 
for relief in the field of medical care. Based on 
the present emergency it proposes a national 
health program as a permanent policy and would 
bring to the support of that policy the power to 
tax both Federal and state governments. 


We are acutely aware that elements contribut- 
ing to human welfare are not available equally 
to all. In the health field, particularly, existing 
wide discrepancies are said to constitute an un- 
necessary waste of human resources, and thus 
result in detriment to general well being. 


Factors In the Development of Our Present 
Standards of Culture 


In our country the elements contributing to 
human welfare have been developed historically 
not by the efforts of political authority alone. Our 
present standards of culture, and, particularly in 
the field of medical care, are the achievement not 
of government alone, but rather of society, as 
distinct from government, working through a 
cooperative partnership of governmental and 
nongovernmental agencies to meet the social 
need. Liberty under constitutional law and a 
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spirit of cooperation animating government and 
civic associations have been powerful factors for 
good in the process of national development. This 
is true particularly in elements which promote 
general well being by protecting health and pro- 
viding medical care; and, through it splendid edu- 
cational institutions, hospitals and health centers, 
welfare and nursing associations, medical and hos- 
pital societies, unexcelled anywhere, have been 
developed. 


The Church In Health Service and Service to 
the Needy 


In this characteristic of American culture the 
Church has found an opportunity for the expres- 
sion of her supernatural charity, applied in the 
relief of human needs through the exercise of the 
corporal and spiritual works of mercy. To this 
end she has been encouraged to found agencies 
varied in character and in great numbers to carry 
on her mission of service. 


In all ages of the Church, men and women have 
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sacrificed their all to dedicate their lives to su- 
pernatural charity. 


In our own United States at present more than 
thirty thousand Sisters and Brothers in more than 
seven hundred hospitals and three hundred re- 
lated agencies are carrying out the social pro- 
gram of the Church in health service to approxi- 
mately two million patients each year. The effec- 
tiveness of that service is derived no less from 
lofty spiritual ideals and motivation than from 
progressive objectives in the achievement of pro- 
fessional excellence. 


This field of service is vastly extended beyond 
the walls of institutional facilities by the thou- 
sands of graduates, educated in the schools for 
nurses conducted by these Catholic institutions, 
and thus influenced by the same ideals of charity 
and the same standards of service as our hospital 
Sisters and Brothers. 


Within the limitation of human resources these 
elements have brought medical services to the 
poor and are extending them in rural regions. 


The promotion of this vast enterprise through 
the forward-looking Catholic Hospital Associa- 
tion is a splendid manifestation in the United 
States of the social mission of the Catholic 
Church. 


The same can be said with reference to the 
general field of social service and particularly 
with reference to child welfare and to maternal 
and infancy care. Numerous Catholic schools of 
social service prepare workers in this field. Their 
services, nation-wide, are strengthened and co- 
ordinated through the National Conference of 
Catholic Charities, the St. Vincent de Paul So- 
ciety, etc. Every Catholic parish is a unit in a 
nation-wide service to the needy. 


Prolonged depression has reduced the income 
customarily derived by these institutions and 
services from fees paid by clients, from endow- 
ments and from gifts from an appreciative public. 
This falling off in income occurs precisely at the 
time when the free services provided by these 
groups and facilities are most in demand. The 
load on voluntary agencies, a capacity load at all 
times, grows heaviest precisely when the human 
power to bear it grows less. These institutions, 
redoubling their effort, frequently at great per- 
sonal sacrifice, always in a spirit of true charity, 
have accepted added burdens and new responsi- 
bilities with confidence and faith in the future. 


Relief of Human Need Is More Than an 
Economic Problem 
To meet this emergency and to prevent its re- 
currence, the President’s Interdepartmental Com- 
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mittee to Coordinate Health and Welfare Activ- 
ities prepared its report and S. 1620 has been in- 
troduced. 


We view with interest and approval the grow- 
ing concern of the Government for the health of 
all the people. We are not convinced that an acute 
emergency, a crisis, is a proper foundation upon 
which to erect a permanent program for the fu- 
ture. Relief of human need in the field of medical 
care, particularly, is more than an economic prob- 
lem. It is a problem that cannot be reduced to a 
function of political authority alone. 


To view human needs as nothing more than an 
economic problem and relief as nothing more than 
a function of political authority would do away 
with the supernatural source, motivation and ex- 
ercise of the virtue of love of neighbor. 


At their meeting in 1920 the Bishops of the 
National Catholic Welfare Conference issued a 
Pastoral Letter. They discuss social problems 
arising after the World War. Referring to char- 
ity, they say: 


“Let us not persuade ourselves that we 
have fully complied with the divine law in 
regard to our relations with our fellowmen, 
when we have carefully discharged all the 
obligatives of justice. For its safeguard and 
completion, the stern law of justice looks to 
the gentler but none the less obligatory law 
of charity. Justice presents our fellowman 
as an exacting creditor, who rightly demands 
the satisfaction of his rightful claim. Charity 
calls on us as children of the one universal 
family, whose Father is God, to cherish for 
one another active brotherly love second only 
to the love which we owe to Him... After 
justice has rendered impartial decision, char- 
ity brings men back to fellowship.” 


In that same statement the National Catholic 
Welfare Conference referred to the rights of labor 
and pertinently said as long ago as 1920: 


“The right of labor to a living wage, au- 
thoritatively and eloquently reasserted more 
than a quarter of a century ago by Pope Leo 
XIII, is happily no longer denied by any con- 
siderable number of persons. What is prin- 
cipally needed now is that the content of that 
right to a living wage be adequately defined, 
and that it should be made universal in prac- 
tice, through whatever means will be at once 
legitimate and effective. In particular, it is 
to be kept in mind that a living wage includes 
not merely decent maintenance for the pres- 
ent, but also a reasonable provision for such 
future needs as sickness, invalidity and old 
age. Capital likewise has its rights. Among 
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these is the right to a fair day’s work for a 
fair day’s pay, and the right to returns which 
will stimulate thrift, saving, initiative, enter- 
prise, and all those directive and productive 
energies which promote social welfare.” 


Radical Changes In the Social Security Act of 
1935 Proposed by S. 1620 


The Social Security Act of 1935 is an effort by 
the Government of the United States in cooper- 
ation with state governments to establish a right 
balance between the rights of the employer and 
the employed. 


S. 1620 would amend, revise, expand, and in 
some respects radically change this Social Secur- 
ity Act of 1935. Particularly, this Bill makes the 
health of all the people primarily, and tends to 
make it exclusively, a Government concern and 
to make the provision of medical care primarily, 
if not exclusively, a political function. 


We record our approval of the following prop- 
osition : 

“It is sound public policy to expend gov- 
ernmental funds for the care of individuals 
through private agencies performing a social 
function.” 


We find that S. 1620, in its present form, fails 
to provide for, indeed would make impossible, 
any cooperation of governmental and nongov- 
ernmental agencies. 


Provisions which the Act of 1935 requires to 
be embodied in approved state plans under Title 
V, Part 1 and Part 2, for the precise purposes of 
securing cooperation between governmental and 
nongovernmental groups and agencies would be 
repealed by S. 1620. 


S. 1620 would substitute for these repealed pro- 
visions other provisions which would restrict co- 
operation to the relations of the state health 
agency to other public agencies. 


S. 1620 would deny to members of the profes- 
sions and agencies the right to membership on 
advisory boards to be established by the state 
agency. 

S. 1620 would place complete control of the so- 
called “national health program” and its admin- 
istration in Federal executives by amending the 
provision of the Act of 1935 requiring that the 
state plan and rules and regulations, to be made 
by a state agency, be approved by a Federal au- 
thority who is himself empowered to make rules 
and regulations and to withhold payment of the 
Federal grant to a state not complying substan- 
tially. 


S. 1620 would divide the elements now provid- 
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ing medical care into two rival groups, those serv- 
ing under a state plan, and those not so serving. 


It is important that every provision, every 
word of this bill be weighed and carefully con- 
sidered at this time, so that final legislative action 
may accomplish the right social purpose of bal- 
ancing the rights of the employer with the rights 
of the employed and the rights of both of them 
with the general welfare. 


Thus having stated briefly the attitude of the 
National Catholic Welfare Conference, I desire 
to make it clear that the National Catholic Wel- 
fare Conference believes that the state and Fed- 
eral government have a duty in the health field. 
Any sound progressive program to bring ade- 
quate medical care to those to whom it now is not 
available is welcomed and supported. 


Upon examination we find that S. 1620 is not 
a clear expression of the spirit of partnership and 
cooperation that in our country exists between 
governments, Federal and state, and between gov- 
ernmental and nongovernmental agencies. This 
spirit has developed and is the true national tra- 
dition. It should be recognized and encouraged 
by whatever bill is finally reported favorably by 
this Committee. Only by mutually trustful co- 
operation between social agencies, voluntary and 
nongovernmental in character, and agencies of 
government, local, state, and Federal, can the full 
purpose and possibilities of such a health pro- 
gram be realized. 


The National Catholic Welfare Conference, 
therefore, endorses the proposal made to the Na- 
tional Health Conference, held in Washington last 
summer, that, in the case of the needy and of 
those unable to provide themselves with the med- 
ical care and services they require, every effort 
be made to secure full cooperation of governmen- 
tal and nongovernmental agencies. 


Between these two groups there would be no 
place for the nongovernmental agency. Under 
this bill medical care would be a public service. 
Proprietary facilities operated as a private busi- 
ness might be tolerated. More than 2,500 char- 
itable hospitals and numerous other facilities 
could not exist under this Act as charitable agen- 
cies serving the poor. 


These and other objections which will be pre- 
sented by competent representative spokesmen 
impel the National Catholic Welfare Conference 
to recommend to this Committee that no favor- 
able action be taken with regard to S. 1620 in 
its present form and that grants in aid to the 
states under the Social Security Act be made in 
increased amounts, if necessary, but in the man- 
ner now provided by that Act as offered in 1935. 
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pital Association, let us emphasize, at the be- 

ginning, that we come in a spirit of helpfulness, 
with full realization of the importance of any na- 
tional health program to the public whom we all 
serve. . 


l: discussing Bill S. 1620 for the American Hos- 


For information of this Honorable Committee 
I submit brief facts about the American Hos- 
pital Association. Any reputable hospital in the 
United States is eligible for membership as are, 
also, the trustees and executives of such hospitals. 
The Association is non-sectarian but including in 
its membership, in addition to a large group of 
non-sectarian hospitals, many Roman Catholic, 
Protestant, and Jewish hospitals. Privately sup- 
ported voluntary hospitals and tax supported 
Federal, state, and county hospitals are all repre- 
sented, in large numbers, in its membership of 
four thousand. This membership controls three- 
fourths of the general hospital beds of the nation. 
Over five thousand persons attended a recent 
convention of the Association. 


Those facts are presented with intent to make 
it clear that the American Hospital Association 
represents the interests and the combined think- 
ing of American hospitals. Material which I 
shall present epitomizes well considered conclu- 
sions which take into consideration the interests 
of all types and kinds of reputable hospitals. 


Points For Consideration Presented to the Inter- 
departmental Committee by the Three 
National Hospital Associations 


In appearing here we cannot be unmindful of 
our acceptance of an invitation from the Inter- 
departmental Committee to appear before it on 
November 21, 1938, with a group representing all 
three national hospital associations. The whole 
spirit of this proposed law is based, we believe, 
upon the researches and deliberations of that 
Committee. Our position was made clear at the 
time of our appearance in November. Our points 
were courteously received and, we _ believed, 
mainly concurred in, yet, this Bill which, in the 
opinion of many, represents a legislative effort 
to implement the recommendations of the Inter- 
departmental Committee falls far short of meet- 
ing our very reasonable demands. It impresses 
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us as having potential elements for usefulness in 
the improvement of the national health picture 
but (1) its general vagueness, (2) its omissions 
of safeguards against inadequate hospitalization, 
(3) its failure to make clear provisions for safe- 
guarding and stimulating the employment of pri- 
vate philanthropy to aid in any hospitalization 
program, aside from other minor points, make 
us extremely fearful of its effects. We are cer- 
tain that unless amended that it will not serve the 
public’s interest and will not improve hospital 
care as much as it will do injury to it. 


I beg the Committee’s indulgence while I read 
a few excerpts from our presentation last No- 
vember, to the Interdepartmental Committee. I 
shall refer back to these excerpts, later, in point- 
ing out vitally necessary changes in the law as 
proposed. 


“Now that we welcome the increased in- 
terest of the Federal Government, as well as 
of the state and local governments inspired 
by the Federal Government, in the health 
problems of the Nation, we are convinced 
that this increased and stimulated interest 
should manifest itself in deeper insight into 
and a far reaching influence towards the re- 
lationships between the private and the pub- 
lic agencies. 


“With reference to the extension of public 
health services our three associations are in 
accord concerning the need of such extension. 


“With reference to the enlargement of 
grants under the Social Security Act for the 
care of the sick unemployed, child welfare, 
maternity welfare, and the care of crippled 
children, the three Associations again are in 
complete accord in giving their wholehearted 
approval. 


“With reference to the increase in the num- 
ber of hospitals, the representatives of our 
three Associations recommend a measure of 
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prudent reserve no less than of effective ac- 
tivity. ... It is strongly recommended by all 
three associations that the extension of fa- 
cilities should take place only after adequate 
and impartial surveys of local needs.” 


Considering the Bill From Different Angles 


We take it that this Bill is essentially a “mo- 
tion” to actuate the recommendations of the In- 
terdepartmental Committee, that discussions, sug- 
gestions and possible amendments have been 
called for and that we have been invited to join 
in these discussions. 


When Senator Wagner introduced this Bill into 
the Senate we do not believe that he thought for 
one moment that it represented a finished piece 
of legislation. We are encouraged to believe from 
his own remarks before the Subcommittee of the 
Committee on Education and Labor that he would 
like to see this Bill considered carefully from 
every angle before any recommendation is made 
as to its final disposition. This, too, no doubt, 
is the feeling of the Subcommittee, as is evident 
from the very fact that representatives of the 
national hospital associations and other organiza- 
tions have been invited to appear before the Sub- 
committee to discuss the provisions of the Bill. 


Let us record, now, that the American Hospital 
Association unequivocally opposes passage of this 
Bill as presented but that we will consider it with 
more favor if it is amended to remove the serious 
objections we have to certain of its provisions 
and omissions. 


When this Bill became available for our study, 
we found much of good in it, but to our extreme 
regret and to our great anxiety for the future of 
what is already the world’s best hospitalization 
coverage of a nation, we found that much of our 
advice and most of our warnings to the Interde- 
partmental Committee had, apparently, gone un- 
heeded. May I emphasize that the hospital pro- 
fession of this country is socially minded, that we 
know that problems of securing adequate hos- 
pital care do exist. We do not hide our heads 
in the sand and say “I see no need, therefore there 
is none.” But, also, our Association is composed 
of the elements which have pioneered hospital- 
ization in America and, to the informed, it is 
obvious that what is thus far known about hos- 
pitalization of the sick and injured, is at our fin- 
ger tips. We are accustomed to think in terms 
of community values, not in terms of selfish con- 
siderations. . Our advice should be heeded. 


To compare the Bill with our advice to the In- 
terdepartmental Committee: 


1 The partnership idea as between govern- 


July, 1939 





mental and private charitable agencies is 
not brought out in the Bill, although this 
was essentially the keynote of our Novem- 
ber document. We believe that the point 
should be made unmistakably clear that the 
private agencies are to share in any na- 
tional health program to the limit of their 
facilities and that they are to receive the 
benefits of any financial aid that is made 
available to the states. 


2 We have stressed the belief that the care 
of the indigent and the medically indigent 
is the focal point of interest in this whole 
question, yet the Bill provides care for all 
classes. Sufficient credit is not given to the 
efforts which private agencies are making 
to give care on a small prepayment basis 
to those who are able to afford participa- 
tion in such plans. There seems to be no 
good reason why the government should 
furnish complete care to those who are 
able to pay for such care. 


3 Sufficient emphasis is not placed on the 
point that facilities are to be extended only 
after careful surveys by competent persons 
show the actual need for such extensions. 
We believe that in making such surveys not 
only professional competence of the sur- 
veyors must be considered, but also the 
necessity of adequate representation of the 
parties who are qualified to have an inter- 
est in formulating the recommendations 
based upon a survey. Public funds should 
not be expended unless the definite need 
for the expenditure has been frankly 
shown, nor should the multiplication of 
facilities operate against the continued em- 
ployment of facilities, public or private 
already created. Perhaps the advisory 
councils, Federal and state, mentioned in 
the Bill, are a partial answer to these ob- 
jections, but the fact remains that they are 
of a purely advisory nature, their make-up 
is ill-defined, they are permissive for the 
Federal bureaus and compulsory only for 
the states. 


Inasmuch as several months have elapsed our 
conference with the Interdepartmental Commit- 
tee and particularly since this legislation has been 
formulated in the meantime, it is only natural 
that we should amplify our thinking to include 
certain other observations. 


From the statement made by the Interdepart- 
mental Committee that approximately 40,000,000 
people in this country earn $800.00 or less per 
year, we should not draw the inference that all 
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of these people receive practically no medical care. 
In this connection we would call your attention 
to the fact that city and county hospitals alone 
offer a potential of 66,388,025 days of care per 
year. These are tax supported institutions offer- 
ing for the most part to the indigent and the near 
indigent. Tax supported state general hospitals 
such as we find in Wisconsin, Minnesota, Iowa, 
Indiana, Michigan and other states increase this 
potential by additional millions of days. Private 
voluntary charitable hospitals also add a consid- 
erable quota. It is true that the distribution of 
these beds leaves something to be desired, but 
the picture in general is not as gloomy as some 
would paint it. Under hospital insurance plans, 
which have been developing so rapidly in the last 
few years, the average subscriber uses less than 
one day of hospital care per year, but the city and 
county hospitals now in existence would provide 
one and one-half days per year for each of the 
40,000,000 people who earn $800.00 or less per 
year and still have 6,388,025 potential days un- 
used. These figures give us something to think 
about. 


In our discussions of this Bill in our Associa- 
tion, the question, naturally, has arisen as to 
whether we should subscribe at all to the general 
philosophy of government which underlies bills of 
this sort, which centralize more and more power 
in the Federal government, which provide for ex- 
penditures of vast sums, more perhaps than is 
obtainable. We go on record that, in failing to 
oppose this Bill on such grounds, we cannot and 
do not commit our Association to the general ap- 
proval of such measures. 


We believe the amounts to be appropriated for 
the first two years for the building and improv- 
ing hospitals, Title XII, page 26, lines 8, 9 and 10, 
are more than can be used effectively during that 
period, and that a fraction of the amounts pro- 
posed is all that could be properly expended. 


Thought should be given to the use at first of 
experimental areas in determining methods for 
carrying out this act and for the sums needed. 
The automobile manufacturer does not jump from 
blue prints to the mass production of cars. He 
first tries out his ideas on experimental cars and 
if they prove to be satisfactory he goes into mass 
production. Wouldn’t some of this kind of ex- 
perimentation on a small scale between the blue 
print and the mass application stages save us mil- 
lions of dollars in the running of our governmen- 
tal programs? The Wagner Bill proposes no in- 
termediate experimentation, unless the smaller 
expenditures for the first year of operation of the 
plan are interpreted as such. With its widespread 
application this can be only an experiment in dilu- 
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tion. A much smaller expenditure applied to a 
small experimental area would yield data which 
might be useful because conditions could be made 
to fit any program that might be devised for wider 
application at a later date. 


We must needs call attention, forcibly, to the 
vagueness of the Bill. We are fearful because 
we cannot comprehend with certainty the sig- 
nificance of all of its implications and possibili- 
ties. Definitions are lacking for the most part. 
Appropriations are not limited after the first 
three years. If, as Senator Wagner is believed 
to have said, there is every intention to share 
(the hospital phase of) medical care of the poor 
with voluntary charitable agencies, the Bill fails 
to specify how this is proposed to be done. In 
fact, as we read the Bill, we are impressed by its 
apparent intention to dispense Government aid, 
not only through governmental agencies, but also 
to dispense it to them only. Unless this be cor- 
rected the voluntary charitable hospitals will 
be forced to curtail or to completely give up their 
program. I want to make certain that the hon- 
orable members of this Subcommittee fully under- 
stand that it is our best type of hospital whose 
aid would be likely to be lost to the National 
Health Program, unless the Bill safeguards their 
programs and charitable purposes. 


It is hospitals like these that have set past 
standards in institutional care of the sick; they 
are still doing so. I feel sure that you will not 
let this Bill pass in such form as to withhold from 
them, aid and support at least equal to that ac- 
corded to the new hospital units proposed in the 
Bill. 


Additional Points to Be Considered 
We make the following additional points: 


1 Under Title XII, there should be provision 
to permit the acquisition of existing plants 
as well as the construction of new ones; 


The Bill must avoid designating the state 
health department as the exclusive agency 
for the hospital program, since on general 
principles we think such designation should 
be left to the states, and there are now sev- 
eral states, e.g., Louisiana, which have 
state hospital programs not under the di- 
rection of the state health department; 
also, in many states, the public health de- 
partments have had no experience in ad- 
ministering or planning buildings for med- 
ical care, their efforts in the past having 
been in prevention as distinguished from 
treatment of disease. In some states the 
departments of health would be totally un- 
familiar with hospital problems, while the 
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welfare or some other department would be 
competent. 


3 The Bill should make competent and care- 
ful surveys obligatory as the basis for de- 
termining the needs of localities, thus 
avoiding the push from particular localities 
which may more easily take a political 
form. Furthermore, it is rarely the poor- 
est and most needed localities which will 
take initiative; 

The Bill should authorize the United States 
Public Health Service to aid in making 
such surveys. Such authorization seems 
essential if most states are to have qualified 
personnel for such work; 


As to Title XIII, the Bill should make clear 
beyond any doubt the authority to utilize 
voluntary, as well as governmental facili- 
ties ; 

Centralization of the administration of the 
proposed Act is considered extremely desir- 
able. The Reorganization Plan of the 
President which will go into effect July 1, 
1939, would place all of the administrative 
responsibility under the new Security 
Agency, except Title V, Maternal and Child 
Welfare, which would remain under the 
Children’s Bureau. Before passage the Bill 
should undoubtedly be amended to comply 
with this change in the governmental 
structure. 


Further change should be made with re- 
spect to the councils. Provisions should 
be made for a central council under the 
Security Agency, which the Bill should re- 
quire and which should include persons 
drawn from the professions and the public. 
This council should have power to advise 
on the general policies and standards in- 
volved in the Bill and on such general regu- 
lations as may be drawn up for its adminis- 
tration. 


Councils having advisory powers on vari- 
ous specialized phases of the Act (e.g., 
hospitals and specific disease problems) 
should be authorized. 


Summary 


changes relating to the hospital phase of a 
National Health Program, should be made: 
That voluntary non-profit charitable hos- 
pitals should be specifically included in the 
Bill and whenever in the public interest, 
aided in their programs, through state 
funds based upon Federal grants. That 
the Bill clearly provide for partnership be- 
tween such hospitals and governmental 
hospitals. 


That Government funds be not used to pay 
current hospital expenses of persons who 
are not indigent or medically indigent and 
that the Act encourage individual volun- 
tary insurance coverage for hospital care. 


That there be no aid in extension of hos- 
pital facilities until such are found clearly 
necessary through competent surveys, sur- 
veys which establish not only the need, but 
also the feasibility of proper staffing of 
such hospitals and that suitable voluntary 
facilities are not duplicated. 


That the proposed appropriations for the 
first year, for extension of hospital facili- 
ties, be reduced to figures practical to 
utilize; that utilization of experimental 
areas be made possible. 


That the Bill be made more _ specific 
throughout, avoiding its present vagueness 
on so many points. 

That the Bill permit the acquisition as well 
as the building of hospitals. 


That it be not obligatory upon the states to 
designate the state health department to 
administer hospital programs. 


In view of these facts, we respectfully recom- 
mend to this Subcommittee that as the Bill is not 
satisfactory in its present form, more study be 
given this most important problem. 


We have tried to prepare for your considera- 
tion today suggested amendments that would cor- 
rect the deficiencies of this Bill and provide for 
the utilization of existing facilities and the proper 
remuneration for same. However, we have not 
been able to explore all the avenues of study, nor 
to evaluate the many involved implications that 
must be given consideration in a national pro- 
gram. We should like to do this and, in closing, 
I not only wish to thank the honorable members 


of this Subcommittee for hearing this presenta- 
tion of the views of the American Hospital Asso- 
ciation, but to assure them of its complete co- 
operation if additional advice is desired or if the 
extensive files and information of our central 
office would aid them in their present delibera- 
tions, which are so important to the future health 
and well being of our fellow citizens. 


To summarize, The American Hospital Asso- 

ciation respectfully suggests and advises: 

I That the Bill as proposed, in its phases 
touching hospitalization, is a very imper- 
fect instrument and ought to be extensively 
amended or else abandoned. 


II That, if amended, at least the following 
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ganization which comprises 673 hospitals and 

90 allied agencies, all rendering some institu- 
tional form of health and sickness care. All of 
these institutions are conducted by members of 
Religious Orders of the Catholic Church, nuns for 
the most part; only five hospitals are conducted 
by Brothers. 


T= Catholic Hospital Association is an or- 


Statistics Showing Available Catholic 
Hospital Facilities 


This group of hospitals which has been well 
organized in an Association since 1915 constitutes 
12.4 per cent of all the hospitals of the United 
States and 8.3 per cent of the total hospital bed 
capacity of the United States. The group con- 
stitutes 17.2 per cent of the nongovernmental 
hospitals and in excess of one-fourth (27.8 per 
cent) of the beds under nongovernmental control. 
It represents 27.9 per cent of the non-profit hos- 
pitals and has one-third of the beds (33.2 per 
cent) of these hospitals. In these 673 Catholic 
hospitals and 90 allied agencies there were labor- 
ing in various professional and semi-professional 
activities approximately 23,000 student nurses 
and 18,732 professional personnel exclusive of 
doctors, and 13,429 Sisters, the latter group labor- 
ing entirely unremunerated except for the board 
and lodging afforded to them in their institutions. 
This large sector of the nongovernmental hospital 
field is solidly and firmly held together not only 
by their organization but also by common pur- 
poses and motivations, as well as by traditions and 
viewpoints which have become an important and 
effective influence in the health service to the 
public. 


In its membership, the Association contains a 
group of hospitals which should represent a fair 
cross-section of hospital experience throughout 
the United States. As far as size is concerned, 
39 hospitals in its membership are under 25 beds 
in size, 99 have between 26 and 50 beds; and 
175 between 51 and 100 beds. One-half of its 
total membership, therefore, is made up of those 
institutions through which it is assumed, in the 
thinking of the Interdepartmental Committee, 
that health and hospital care are most effectively 
diffused among one of the most needy groups of 
the population. We find these hospitals located 
at strategic points on all important health fron- 
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tiers in the United States. In industrial centers, 
in both large and small towns, in centers of popu- 
lation having the concentrated densities of popu- 
lation of our metropolitan cities, as well as in 
counties having population densities of less than 
5 per square mile, throughout the Rocky Moun- 
tain States, and in the Central Northwest and in 
the Far West. In all of these areas where surveys 
are said to have revealed a great need of medical 
care, the Catholic hospital has been established 
and has attempted to supply the needs of the 
people wherever those needs have manifested 
themselves. 


It is important to note that a study of the drift 
in the density of Catholic hospital distribution 
follows population trends rather than trends in 
Church membership growth. So while this group 
of hospitals is in name, in spirit, in organization 
and in activity distinctly Catholic, it has never- 
theless taken an effective part in the distribution 
of health facilities throughout our land. A recent 
study places the center of Catholic hospital dis- 
tribution within less than 100 miles of the center 
of population of the United States but probably 
more than 400 miles away from an estimated 
center of distribution of Catholics. This fact 
correlates well with the further fact that the 
Catholic hospital serves the needs of the country 
without regard to the religious affiliation of its 
patients since in 1936 a trifle less than one-half 
(49.1 per cent) of its patients were Catholic. 


Equally important with all of this for the pur- 
pose of the present discussion is the fact that the 
Sisterhoods have been able to locate their institu- 
tions in areas in which it would have been frankly 
impossible to establish a non-tax supported hos- 
pital under other auspices. The reason for this 
is clearly due to contributed services of the Sisters 
and to the limited demands they make for their 
board and lodging. They are thus able, when 
necessity demands, to conduct their hospitals at a 
per diem rate approximately $1.08 per patient 
per day (1935) lower than the non-profit hos- 
pitals as a group. As has just been pointed out 
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various factors enter into this difference. It can 
be shown for example that the Sisters’ contrib- 
uted service represents 42.7 per cent of the pay- 
roll of a non-Sister non-profit hospital of similar 
size and in a similar locality. For the smaller 
hospitals, the influence of contributed service is 
even greater. In some of these it can be shown 
to be the equivalent of 70 per cent of the payroll 
required in a non-Sister hospital of equal size and 
in similar localities. 


The purpose of offering these statistics at this 
point is to show that the experience of the Cath- 
olic Hospital Association should have a bearing on 
the solution of the problems for which the Na- 
tional Health Act is expected to supply the answer. 
The significance of this statement is accentuated 
by the fact that the Catholic hospital group con- 
stitutes 27.9 per cent and its beds 33.2 per cent 
of the bed capacities of the non-profit hospitals. 


These statistics are therefore offered here as a 
basis for the discussion which is to follow chiefly 
to show: 


a That in addition to the present govern- 
mental system of hospitals, hospitalization 
facilities for all classes of patients includ- 
ing the indigent and the medically indigent, 
are available in a paralleling private sys- 
tem which gives well-founded promise that 
as needs develop, it can be indefinitely ex- 
panded, limited only by the limits of avail- 
able funds; 


b That before any widespread plans are made 
effective through legislation for modifying 
the health care of the American people ade- 
quate provisions must be made to safe- 
guard a cultural resource of the highest 
value to public welfare lest through in- 
advertence or misunderstanding this cul- 
tural heritage be imperiled or destroyed. 


The funds invested in the Catholic hospital 
total not less than $480,000,000. A sum of money 
which, it should be noted, was raised for the most 
part through private initiative with relatively few 
large donations. The creation of these resources 
was due in large part to the contributed service 
of the Sisters, and the liberality of the members 
of the Catholic Church and of those sympathetic 
with the work of its Sisterhoods. The cost of 
operating these hospitals exceeds $80,000,000 in 
actual cash outlay, in addition to $18,000,000, the 
statistically established value of the contributed 
service of the Sisters. The cost of operating of 
the allied agencies in this group amounts to a 
still further $10,000,000 so that $108,000,000 a 
year may be regarded as a very conservative esti- 


July, 1939 


mate for the value of the service rendered by 
these institutions. This amount represents the 
3 per cent interest on $3,000,000,000. 


It cannot appear surprising, therefore, that 
this group of institutions—which traditionally 
has kept itself aloof from seeking participation 
through legislative or political action, and which 
has been content to render its service to the pub- 
lic under the stimulation of its ideal motivations— 
should now appear before this Subcommittee to 
safeguard the facilities which a history full of 
sacrifices has created, and to seek to retain the 
opportunities for service to the public, which are 
the direct out-growth of the religious faith and 
motivation of its members. 


Lest the significance of these facts in the pres- 
ent question be lost sight of, it should be pointed 
out that in the year 1938 there were treated in 
these institutions 2,126,497 patients of whom only 
49.1 per cent paid sums equal to the average per 
diem cash cost to the hospital, while fully 19.3 
per cent made no contribution whatsoever to the 
cost of maintenance or of their hospital care, and 
only 31.8 per cent made a partial contribution to 
those costs. In other words, in 1938, 410,788 
patients were treated in this group of institutions 
entirely without cost to themselves and 672,539, 
with only a partial cost to themselves. In previ- 
ous years, especially in the dark days of 1930 to 
1934, these totals and percentages were even more 
pronouncedly weighted on the side of free and 
part-pay service. 


The Action of the Joint Committee of the 
Three National Hospital Associations 


The Catholic Hospital Association has given its 
most careful attention and study to the work and 
recommendations of the Interdepartmental Com- 
mittee and to the National Health Bill. It has 
joined the other two national hospital associa- 
tions in defining hospital association attitudes on 
the National Health Program. It expressed to the 
Interdepartmental Committee its confidence in the 
public pronouncement of the President concerning 
the cooperation of the public and private agencies. 
It accepted with trustfulness the assurance given 
by the members of the Interdepartmental Com- 
mittee that they were seeking to facilitate and 
augment the cooperation between governmental 
and private agencies. It welcomed the promises 
bearing upon this point given by individual mem- 
bers of the Interdepartmental Committee in public 
utterances. 


In a spirit of confidence and trustfulness in the 
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leadership of the Interdepartmental Committee, 
the Catholic Hospital Association presented to 
that Committee jointly with the American Hos- 
pital Association and the American Protestant 
Hospital Association a sympathetic memorandum, 
welcoming their recommendations which were 
made for the extension of public health services 
and of maternity and child welfare services, for 
the cautious expansion of hospital facilities where 
needed, for the extension of the system of special 
hospitals and for the development of plans for 
wage loss compensation. The three Associations 
pleaded, however, that the historical right which 
the charitable hospital of the United States has 
possessed of sharing with the Government in the 
care of the indigent should not be withdrawn 
either directly or indirectly through new legisla- 
tion, lest a national cultural asset of the greatest 
magnitude and effectiveness should be thus de- 
stroyed. 


With the other two national hospital Associa- 
tions, the Catholic Hospital Association pleaded— 


“that the path of understanding which has 
been historically developed and which has 
been found pragmatically so efficient (be re- 
garded as) capable of indefinite expansion to 
the progressive benefit of all of those inter- 
ests which are involved in the national health 
care.” 


Furthermore, the Catholic Hospital Associa- 
tion in union with the other two Associations 
asserted— 


“that consistent with American trends, the 
government has allowed the private agencies 
the fullest exercise of their initiative and 
their prudent zeal in the promotion of ever 
so many of our national responsibilities. Now 
that we welcome the increased interest of the 
Federal Government as well as of the state 
and local governments inspired by the Fed- 
eral Government in the health problems of 
the Nation, we are convinced that this in- 
creased and stimulated interest should mani- 
fest itself in deeper insight into and a far- 
reaching influence towards the relationships 
between the private and the public agencies.” 


The three Associations also warned against ad- 
ministrative procedures which would out-run the 
present level of scientific knowledge and which 
would change the accepted order of things 
through which the health care of the American 
people has been brought to its present high level 
of excellence. 


In view of the sympathetic understanding 
achieved by the three national hospital Associa- 
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tions with the Interdepartmental Committee, and 
in view of the hopes which grew out of that 
understanding, it cannot be considered surprising 
that the Catholic Hospital Association was dis- 
appointed to discover in the National Health Bill 
tendencies and trends which it deems precipitate 
rather than prudent; tendencies and trends which 
endanger historical foundations and threaten the 
traditional dedication to public service of persons 
whose lives and labors have been given to God 
and their fellow-man, not for economic gain but 
for the gains revealed to them through a super- 
natural faith. The Association sought in the 
National Health Bill for a recognition of the ac- 
cepted patterns of cooperation between public and 
private agencies. It sought for plans by which 
that cooperation can be facilitated and augmented. 
It is disappointed to find that the National Health 
Bill ignores the partnership which is so charac- 
teristically expressive of the spirit of American 
democracy. 


The National Health Bill not only ignores the 
partnership which has existed traditionally be- 
tween the public and private agencies but it places 
the public agencies in a position in which we be- 
lieve they will sooner or later constitute an actual 
menace to the non-tax supported hospital. In- 
stead of the traditional pattern, the Bill recom- 
mends a pattern of governmental dominance over 
health care tried in its implications only in those 
countries in which the American form of democ- 
racy is unknown. 


The National Health Bill vests huge powers 
over health care in the Federal authorities. It 
contains no provisions looking towards an aug- 
mentation and facilitation of the functions of 
partnership between private and public agencies. 
It permits the use of private agencies, if at all, 
only by implication in a few isolated areas of 
health care. It makes no provisions to enable 
private agencies to share in governmental grants, 
and thus destroys all concept of a partnership by 
keeping for one of the partners all of the financial 
resources through which the work of the partner- 
ship could be accomplished. It entrusts to the 
governmental authorities the drafting of all rules 
and regulations, suggesting only that advice may 
be sought from professional persons by the health 
official, but almost immediately weakens even this 
provision by suggesting first, that competent pro- 
fessional opinion must be considered advisory only 
and secondly that it must be submitted for ad- 
ministrative approval and authorization to gov- 
ernment officials. When the respect of one part- 
ner for the other in a partnership is destroyed 
by the action of one of the partners the partner- 
ship itself is already destroyed. In the present 
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case, the Government would sooner or later absorb 
the other partner, the non-tax-supported hospital 
and we should see re-enacted on a national stage 
the tragedies which we have witnessed on smaller 
stages in some of our state plans. 


The National Needs 


Why, it may be asked does the National Health 
Bill make such short shrift of the rights and the 
functions of the non-tax-supported institutions? 
The obvious answer which surely is too much on 
the surface to be the true answer, is because those 
who have introduced this legislation are in favor 
of government dominance in all matters affecting 
national life. But if this is not the true answer, 
is it because the non-tax-supported institutions 
are not rendering public service? The Catholic 
Hospital Association voices in answer an emphatic 
No” 


The Association is aware of the statistics that 
have heen adduced to emphasize the inadequacy 
of the national health service as now given to our 
people. It recognizes the fact that there are 
shortcomings in health care as there are short- 
comings in supplying other necessities of life and 
in giving to our people the services of which they 
stand in need. But to regard the inadequacy as a 
menace to national stability or to regard it as 
being of greater emergency than, for example, the 
present need for relief or national employment or 
national security in business, is surely to ignore 
the vital statistics assembled by the Government 
itself. It is to close one’s eyes to the enormous 
developments in our health facilities and health 
services which have given to the American people 
the best health care ever developed in the history 
of the world. Ample statistics bearing upon this 
point have been brought before this Subcommit- 
tee by other groups and these statistics amply 
substantiate the statements we are making. 


The incidence statistics of certain diseases, such 


as heart disease are not going to be materially . 


affected by such provisions as are contained in our 
National Health Bill. If we are looking for re- 
ducing the incidence of nervous and mental dis- 
eases why not make adequate provision for the 
nation’s sound mental hygiene and why not face 
the problems of youth so eloquently pointed out 
by the surveys conducted by the National Youth 
Administration. There is nothing inherent in the 
situation that would lead us to believe that the 
multiplication of facilities or personnel will sub- 
stantially alter our morbidity or mortality statis- 
tics. To alter them means more medical science 
and more medical art; it means better housing 
and living conditions; better recreational facilities 
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and more content in living; more moral living and 
the creation of higher ideals; it does not mean 
more administration. It means more personal de- 
votion and more conscientious competence, but 
not necessarily more money, desirable though that 
may be, in certain aspects of health care. 


Do we need more facilities for hospitalization? 
During 1938 the Catholic hospitals of the United 
States showed an occupancy of 64.8 per cent. Ob- 
viously this occupancy figure is not equally appli- 
cable to all sections of the country. In various 
regions we find occupancy percentages ranging 
from 61.5 per cent in the central west to 69.7 per 
cent in the far west. In the country as whole, 
however, in our group of hospitals not fewer than 
7,000,000 hospital days could have been utilized 
for patients giving facilities for more than 
700,000 additional patients without over straining 
hospital facilities and allowing for only a theoreti- 
cally desirable average of 85 per cent occupancy. 
If we bear in mind that this group of hospitals 
represents only somewhat less than one-third of 
the non-profit hospitals it is obvious that no fewer 
than 2,000,000 patients could each have been hos- 
pitalized for 10 days in the beds that were un- 
occupied in these non-tax-supported institutions 
during 1938. Add to this the beds unoccupied in 
the many excellent proprietary hospitals and this 
number could be increased by a fourth of a million. 
There may be localities in which additional facili- 
ties should be made available to the people but 
the facts do not suggest an all-comprehensive na- 
tional legislation to care for a few well defined 
and clearly recognized local needs which in default 
of local resources could well be met by an en- 
lightened liberal national policy in the granting of 
one of many forms of payment for services ren- 
dered to patients unable to pay their own sickness 
bills. 


It has been said that not the persons who need 
hospitalization but those who pay for it are get- 
ting it today. No competent person would con- 
tend that all people who need hospital care are 
receiving it today to the extent of their needs, 
but neither will any competent person express the 
opinion that all persons needing hospital care will 
receive it if we merely add additional facilities 
and increase the salaried personnel. Factors are 
effective in this question which would defy merely 
an economic solution. Generally speaking, we 
would expect that if the need for hospitalization 
were a pressing national need the hospitals with 
which our out-patient departments are connected 
would be loudest in their insistence for more 
facilities. Yet such is by no means the case in all 
such institutions. Private physicians moreover 
are finding no difficulty as a general rule in hos- 
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pitalizing patients in need of hospital care in their 
private practice. Statistical methods which have 
been applied in this area are notoriously suscept- 
ible of ambiguities and are subject to local varia- 
tions and these conditions cannot be assumed to 
exist on a national level. The enormous discrep- 
ancies between generalizations based on statistical 
studies in these matters must be explained on 
the basis of the neglect or the ignoring of local 
differences. 


It would lead us too far at this point to pursue 
this line of reasoning and to analyze illustrations 
of the contention that while the health needs of 
the American people and especially hospitalization 
obviously exist, the needs are not of the order 
of magnitude throughout the nation which has 
been quite generally assumed by some contestants 
in this discussion; and secondly, the facilities for 
hospitalization are sufficiently available in by far 
the larger area of the nation to take liberal care 
of a major fraction of persons needing hospitaliza- 
tion. There is one limitation to be sure to this 
statement which is generally recognized and that 
is, that the statement applies to general hospitals 
and to that group of the population which is de- 
fined as acutely ill. 


The National Health Bill offers another source 
of disappointment to the Catholic Hospital Asso- 
ciation. It was expected that the new legislative 
proposal would offer a solution of the problem of 
those who have thus far been unable, allegedly, 
to secure hospitalization when they needed it. It 
was expected that plans would be proposed for 
taking care of the indigent and the medically in- 
digent. There can be no doubt but that in some 
localities these groups stand in need of further 
facilities. The hospitals of the country which 
have borne the burden and the privilege, as one 
may look at it, of caring for these groups during 
the depression know this fact even better from 
first hand experience than economists who have 
ascertained it through second hand testimony. In 
many localities, perhaps in most of them, the need 
would not exist if the partnership between the 
public and private agencies had been made effec- 
tive. 


To be sure if the Government commits itself to 
the theory that the indigent is a ward of the 
state and interprets this to mean that the indigent 
may be taken care of solely in public hospitals, a 
great need for such public facilities may exist in 
some localities. But the Catholic Hospital Asso- 
ciation must emphatically repudiate such a 
theory; for our Association the indigent is the 
ward of society. In America, thank God, society 
and the state are not as yet co-terminous, and 
please God, they never will be. 
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The Catholic Sisterhoods have been founded, 
many of them centuries ago, to care for the sick 
poor, and they have lived up to this purpose, un- 
der the sublime motivations of their super-natura! 
faith even to the point of indescribable hardships 
and sufferings. They do so not in a spirit of con- 
descension but in pursuit of a blessed privilege 
regarding the sick poor as images of Christ Him- 
self. Should we now substitute the impersonali- 
ties of government for this personal, devoted and 
self-sacrificing service? Are we dropping from 
our culture one of its more cherished and valu- 
able components? If the Catholic hospital is will- 
ing to accept remuneration for the care of the 
indigent, it will do so to increase its opportunities 
for service and not because it has tired of its 
idealism or defaulted in its motives, nor because 
it recognizes the state’s right to the exclusive 
care of the indigent. It is the privilege of both 
governmental and nongovernmental agencies to 
care for the indigent and if government will assist 
by a contribution to enable the nongovernmental 
agencies to use this privilege, such a contribution 
will be the expression of the partnership between 
public and private agencies. 


The National Health Bill 


It has been suggested that the Senate Commit- 
tee in charge of the National Health Bill is aware 
of the importance of maintaining the partner- 
relationship between the public and the private 
agencies and that amendments to the act would 
be welcomed. The Catholic Hospital Association 
deeply values these expressions of good will. It 
questions seriously, however, the possibility of 
amending an act in the formulation of which the 
basic considerations which are here adducing were 
not kept in mind. Efforts have frankly been made 
to draw up possible suggested amendments. The 
changes would have to be made in so many places 
to safeguard the position of the private institution 
that the process would be tantamount to the for- 
mulation of a new act. 


First and foremost, there is need of a clearly 
formulated statement that nothing in this Bill 
should be regarded as impeding the free use of 
the non-tax-supported institutions in providing 
for the National Health needs. But such a prin- 
ciple would be far from satisfying what we be- 
lieve to be the legitimate demands of the Catholic 
Hospital Association. It would be necessary also 
to confer authority upon those upon whom the 
Bill now confers it, to enforce the prescription 
that no state plan would be approved which did 
not provide for representation and use of private 
agencies, placing the private and the public agency 
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on an equal footing before the law for the achieve- 
ment of the purposes of this Bill. Furthermore, 
all of this would not be sufficient, because mech- 
anisms would have to be devised which would 
guarantee to the private hospital the complete 
maintenance of its individuality, even if the super- 
visory function of governmental authority, with 
reference to the areas of activity of the private 
institution and public wards, would be fully recog- 
nized. 


In other words, it would be necessary to safe- 
guard, for example, the present admission policy 
of the private institution; the methods by which 
its staff appointments are made; the methods by 
which its educational functions are carried out; 
the methods by which its public relations are 
maintained ; and, most of all, as far as the Catholic 
institutions are concerned, the procedures by 
which the Catholic institution has traditionally 
maintained its health activities in conformity with 
the moral teachings of the Catholic Church, with 
reference to certain areas of medical practice. 
All of this would have to be done while still leav- 
ing governmental authorities free to exercise the 
measure of supervision through which an equable 
distribution of available funds for services ren- 
dered could be effected. It is precisely in this 
area that the interests of the hospitals cannot 
well be separated from the interests of medical 
practice. In this area, too, the freedom of in- 
dividualized hospital practice and the freedom of 
individualized medical practice would find them- 
selves essentially united against any plans by 
which socialization of medicine or socialization of 
hospital service, no matter how defined, might be 
contemplated. 


Conclusion 


In conclusion, may I leave these thoughts with 
the members of the Subcommittee? The Catholic 
hospitals are convinced that: 


1 The present plan of hospital practice, that 
is, the manner in which hospital service is or- 
ganized in the Nation, is fundamentally sound and 
administratively, economically and medically jus- 
tifiable. It is serving the nation effectively. 


2 The traditional partnership between the 
public and the private institution must, by all 
means, be maintained if we wish to safeguard not 
only the status of the National Health at any 
moment, but also provide for an intensification, a 
scientific improvement and an ethically sound de- 
velopment of medical and hospital practice. 
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3 Additional hospital facilities for certain 
classes of patients are needed, so that hospitaliza- 
tion of nervous and mental patients, for example, 
and of chronically ill patients, might be facili- 
tated. 


Furthermore, that certain areas of the Public 
Health program should be extended, especially by 
making more accessible certain supplies, such as, 
sera and drugs, and by intensifying certain edu- 
cational activities of the Public Health service for 
the better instruction in health matters of our 
people. 


5 As far as our hospitals are concerned, what 
is needed is not more hospitals, but more oppor- 
tunities for the private hospitals to provide for 
those indigents who, without becoming public 
charges, should be given the opportunity of enter- 
ing hospitals of their choice and, thereby, extend- 
ing to those patients at least a measure of the 
privileges enjoyed by their less handicapped fel- 
low citizens who purchase, in times of sickness, 
the services which they personally desire. 


6 The Catholic Hospital Association is con- 
vinced that for the betterment of American health 
it is important to aim at obliterating the distinc- 
tion between the indigent patient, and the pay 
patient, as far as the essentials of medical care are 
concerned. 


If this objective can be regarded as a legitimate 
objective, a National Health Bill should be devised 
which will respect the institutions that have tradi- 
tionally cared for the health of our people and 
have, during the last century, formed the founda- 
tion of any National Health program. Such an 
act will make available, with a minimum of ad- 
ministrative machinery and with a minimum addi- 
tional burden of taxation for our people, funds 
which will give to those institutions which desire 
it, additional opportunities through remuneration 
for services to render constantly enlarging public 
service to the people who need it. 


7 Finally, the Catholic Hospital Association is 
convinced that only through a broad liberalization 
of the provisions for intensifying the partnership 
between the private and the public agencies can 
the purposes of the National Health Bill and of 
the stated purposes of the Interdepartmental 
Committee be achieved. President Roosevelt has 
insisted that “private community effort is not 
contradictory in principle to government effort, 
whether local, state, or national—all of these are 
needed to make up the partnership upon which our 
nation is founded.” 
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founded voluntary hospitals were serving 

faithfully the poor who became ill and ap- 
plied to them for service. We would call your 
attention to the Pennsylvania Hospital founded 
in 1751 by Honorable Benjamin Franklin and Dr. 
Thomas Bond. This institution has never closed 
its doors in nearly two hundred years, two million, 
eight hundred thousand people, regardless of race, 
creed, color or financial circumstances have been 
served by this institution, the soldiers of every 
war the American Government has fought have 
had their wounds dressed in this institution; no 
person, regardless of financial condition, has failed 
to find refuge and be served in this institution and 
this same spirit prevails throughout the voluntary 
and Church hospitals of America. There are sev- 
eral thousand such hospitals in America. Why 
rob them of the privilege of such service? 


= before the American Government was 


Contribution of Voluntary and Church 
Hospitals to Nation’s Health 


The money to finance Pennsylvania Hospital 
was raised by voluntary gifts through the efforts 
of this noble statesman and outstanding citizen 
and scientist. It is said that many people sacri- 
ficed even their own personal desires in order to 
make the hospital possible. Just as the Pennsyl- 
vania Hospital was built with voluntary money, 
so many of our great institutions owe their exist- 
ence to the free and generous gifts of their bene- 
factors. Religious denominations have been un- 
tiring in their efforts to raise money to build their 
institutions that the American people might have 
a place to go when in need of hospital service. 
The charity work of the American people has been 
done largely through these great institutions. We 
do not want these institutions that have served 
so valiantly to be blotted out and not given the 
opportunity to continue this service. These 
church hospitals are entitled to thanks and praise 
for their sacrificial contributions to the health of 
our people and the value of bills that discriminate 
against them should be questioned. 


Nearly all of these institutions have built up 
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schools of nursing. None better can be found 
anywhere. They have trained these young ladies 
in a Christian atmosphere the better to serve 
humanity at home and abroad. We feel that these 
Grade A schools of nursing should have credit for 
what they have done and be utilized for further 
service. We believe the Senate Bill 1620 to be in- 
jurious to these schools of nursing and institu- 
tions of healing. 


You can readily see from the information that 
I have just given you that the church hospitals 
of the United States are vitally interested in the 
provisions of Senate Bill 1620 not only because so 
much of the medical care is given in hospitals but 
because the hospitals are extremely interested in 
any bill of a social nature which has to do with 
medical care because of the large number of 
charity and part-pay patients they serve. 


Assurance Felt in Hospital Circles That Bill 
Would Provide Help and Protection 


We doubt if any of the health agencies of this 
country gave as attentive consideration to the 
Interdepartmental Health Conference as our na- 
tional hospital associations. The recommenda- 
tions of the Committee were discussed pro and 
con at our national meeting. While most of the 
recommendations were acceptable to us, what 
fears we had were completely allayed when 
Arthur J. Altmeyer, Chairman of the Social Se- 
curity Board, gave a most remarkable address 
before the General Assembly of the American 
Hospital Association. We felt from his talk that 
the position of the voluntary and church hospitals 
was understood and we were anxious to go along 
with the plan that the Government might present. 
Since then President Roosevelt has given several 
addresses in which he placed philanthropy of this 
country on a high plane. You see that our only 
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interest is that the Government in its plans for 
an enlarged health program should take into con- 
sideration the splendid work that has been done 
by the voluntary and church hospitals. 


We have anxiously awaited to see in what way 
the recommendations of the Interdepartmental 
Health Committee would be fulfilled. Unfor- 
tunately, during the conference between the mem- 
bers of this committee and their technical ad- 
visors, and the representatives of the three na- 
tional hospital associations we felt that there were 
certain technicians who seemed unappreciative 
of the efforts of the voluntary and church hos- 
pitals and were skeptical as to the ability of the 
hospitals to work out plans of their own to make 
hospitalization more available to those groups of 
citizens who have difficulty in financing the cost 
of the present time. 


We were led to believe that the Interdepart- 
mental Health Committee would present a bill of 
its own. 


In the meantime, we read the President’s mes- 
sage to Congress. Knowing his interest in pri- 
vate philanthropy we felt that shortly a bill would 
be presented with his endorsement and we had 
great faith that a prominent place would be given 
to the voluntary and church hospitals. 


Trustees of Voluntary and Church Hospitals 
Review the Wagner Bill with Consternation 


Finally word came that the Bill to be presented 
by Senator Wagner would embody the recommen- 
dations of the Interdepartmental Health Commit- 
tee. Never has the hospital field awaited the con- 
tents of a bill with such intense interest as they 
did Senator Wagner’s Bill. The Bill caused us 
great surprise and utter bewilderment due to the 
fact that nowhere in the Bill were the voluntary 
and church hospitals mentioned. In fact it would 
seem as if the Bill had been written purposely to 
make further medical aid in voluntary institutions 
impossible. The vagueness of the Bill was worse 
than the surprise it created. It caused great con- 
cern among our voluntary and church hospitals 
throughout the country. The promise of Miss 
Josephine Roche and Mr. Altmeyer along with 
the President’s addresses and our complete accept- 
ance of their promises that nothing would be done 
to disturb the relationship between private and 
public charity forced us to believe that we had 
been misled. 


When the Senate Bill 1620 was finally intro- 
duced, the contents were disappointing, because 
the definite promises made to the hospital people 
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were nowhere to be found. The present reaction 
of the hospital peopie is one that is due, primarily, 
to the nature of the work in which we are en- 
gaged. We deal with the problems of charity 
continually. Our institutions dispense charity 
daily and as a result we become charity-minded. 
Today we view the S. 1620 National Health Bill 
with charity so far as the previous promises are 
concerned. We were pleased with Senator Wag- 
ner’s remarks which were made on May 4, before 
this Committee in which he stated very clearly 
that this Bill was in no way intended to discrimi- 
nate against the voluntary and church hospitals 
and that he welcomed amendments that would 
protect our existing hospitals. 


However, we understand that personal opinions 
of the writer of a bill do not make the law. We 
accept Senator Wagner’s request for amendments 
to protect the voluntary institutions of this coun- 
try and we trust that such amendments may still 
be received. 


Conclusion 


In conclusion, although the stated objectives of 
the National Health Bill are generally recognized 
with some exceptions desirable, we cannot ap- 
prove the methods by which these objectives are 
to be attained. First, it does not recognize pres- 
ent church hospitals; second, it will prevent in- 
creased private philanthropy; and third, it dis- 
credits a great deal of mercy work that has been 
carried on in this country for the years past. 


Our nation has become great—not solely be- 
cause of her material advancement. On our march 
forward from the world of yesterday to the world 
of today, we have given consideration also to the 
things of the spirit. We have made philanthropy 
our church and personal responsibility. Our sup- 
port of church and private institutions is the 
American way, and a privilege bestowed under 
our democracy. For the sake of our country and 
for the good of all the people, let us continue to 
use our church hospitals, the expression of the 
principle of practical Christian charity and cor- 
tinue these great institutions in partnership with 
governmental agencies, going forward together 
for the betterment of our citizens. 


The Bill, S. 1620, is not needed, we have ade- 
quate laws for maternal and child welfare work 
and they are doing a splendid job. The United 
States Public Health Service is doing well, local 
politics considered. S. 1620 is not needed, and it 
creates an additional bureau, with increased over- 
head, in Washington. 
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Per-Bed Costs Are Highly Misleading 


H. ELDRIDGE HANNAFORD 


OR a long time it has been my opinion that 
7 the “per-bed cost” system of estimating 
probable hospital construction costs is ex- 
tremely misleading. It is admittedly true that a 
“per-bed cost” should always be a factor in any 
program set up; but to base a building program 
on an arbitrary amount assumed as the unit cost 
per bed multiplied by the number of beds to be 
incorporated in the plans is simply asking for 
trouble unless the proposed institution is to be 
substantially the same as one already constructed 
with a bed cost definitely established. 


Another point to be considered is that per-bed 
costs, if used, should be based upon total con- 
struction costs including all built-in equipment 
such as sterilizers, kitchen equipment, refrigera- 
tors, lighting fixtures and all other items which 
are permanently connected to the piping and elec- 
tric wiring system. Such built-in items as 
lockers, cases, laboratory tables, etc., should also 
be considered as building costs and be included 
in the cost per bed. At present these items are 
not always included in the building cost and such 
divergent practices naturally increase the diffi- 
culty of comparing per-bed costs and correspond- 
ingly lesson their value as a yardstick for prob- 
able construction costs. 
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In the year 1936-37 Lawrence County, Ohio, 
built a small general hospital in the city of Iron- 
ton. This hospital contains all the basic sub- 
divisions of the usual general hospital—excepting 
only a laundry—and, for this reason, it is used 
as a “type hospital” in this article for the space 
and cost breakdowns to illustrate the items which 
need to be considered in setting up a building 
program. 


The various plans show the detailed internal 
subdivision of the different departments. The 
building is a reinforced concrete skeleton struc- 
ture with enclosing walls of brick work 12 inches 
thick. Interior partitions are of hollow clay tile. 
All interior wall and ceiling surfaces are plas- 
tered and painted excepting boiler room walls. 
Finish floors are—for the most part—terrazzo 
except corridors (which are of asphalt tile) and 
boiler room and basement store rooms (which 
are of cement). Wainscots—of tile or terrazzo— 
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Lawrence County General Hospital, Ironton, Ohio 
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are installed in the main kitchen area, dishwash- 
ing space, diet kitchen, floor service kitchens, 
utility rooms, toilets and baths, operating rooms, 
emergency room and delivery rooms. Toilet and 
shower stalls are of marble. Stairs are of pressed 
steel with treads and landings filled with colored 
non-slip cement. Ceilings of the labor room, and 
nursery are acoustically treated. All door frames 
are pressed steel hospital type. Doors are slab 
type (flush) veneered construction. 
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Excepting in Operating Room A (which has 
steel windows) all windows are ordinary wood 
box-frame, sliding sash type with interior stools 
of marble. Cases, cabinets and storage room 
shelving are of wood or steel. The roof is a built- 
up composition roof. Sheet metal work is copper. 


The plumbing installation is of excellent qual- 
ity; fixtures (except sinks which are of acid-re- 
sisting enameled cast iron) are of vitreous china. ~ 
All fittings are chrome-plated. - 
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The building is heated by two stoker-fired steel 
boilers supplying a low-pressure vacuum heating 
system and also providing high-pressure steam 
for sterilization and cooking. Radiators are hos- 
pital type. Complete exhaust ventilating systems 
are provided for the main kitchen, toilet rooms, 
operating rooms, etc. Operating rooms, delivery 
rooms and the nursery are conditioned as to 
proper relative humidity and provided with auto- 
matic temperature control. 


The elevators are full automatic collective push 
button control. Only one car was installed in 
the original contract. 


- Prware. 


All electric work is run in rigid metal conduit, 


switches are of noiseless type, outlets and con- § 


trols in operating rooms; delivery rooms and 
other areas (where ether or similarly explosive 
anesthetics are used) are of the explosion-proof 
type. Lighting fixtures are of special design for 
hospitals, if necessity demands, are vapor proof. 


From the foregoing it may be readily seen that 
our “type hospital” is soundly constructed and 
compactly planned, and is free from needless or 
extravagant “gadgets.” The reader may, there- 
fore, have a fairly clear mental picture of the 
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institution when following the ‘subsequent an- 


f alyses. 
LAWRENCE COUNTY HOSPITAL 
IRONTON, OHIO 
BASIC DATA 

Grogs CHS COMMIIEE ocx sc ecb cee kcwe 387,500 cu. ft. 
T ot@b TOG: MEU 6s i 5d ees. fox beens 33,100 sq. ft. 
Bed Capacity—(10 Bassinettes not counted) 

& WOON DO cv rcckc one ck ccets 32 

b Semi-private beds ................. 6 

C PRIWWUE BOON 6 6 oe Si eck cs 6 Sh dev eeee 24 
*T OUR? CORINIOIEM CONE 5 6 oo5.6sic oc cacboamaecns $210,716.66 
Cost IRR Grae Senta. cs ios, ele eae ous 54.4 cents 
Cost: PGE SOUMEO TOOt ee Sus seesaw ew ke ewe 6.37 
Cost Migr cries ce wth eel gucuiin.cccobe Gueeus 3,400.00 
Gross cubic contents per bed............... 6,251 cu. ft. 
Gross GPCR DEP MORE olin iis a Gio eee és cic caus tees 534 sq. ft. 


: *Exclusive of architects’ and consultants’ fees, movable 
furniture, linens, and supplies. 


The foregoing figures establish only one thing; 
viz.: a hospital of identical plan, construction, 
and bed capacity would cost $3,400.00 per bed. 


It is entirely possible to cheapen the whole 
project without change of plan and without seri- 
ous omissions by approximately ten per cent. If 
this were done we then have a hospital costing 
$3,060.00 per bed which—to outward appear- 
ance is the same as our “type.” 


Pursuing the analysis further, let us suppose 
that we change the type of accommodation, and 
develop wards of 4 beds each in the area of each 
two private rooms, leaving everything else un- 
changed. We now have a bed capacity of 77 
which results in a per-bed cost of $2,736.60 for 
the more expensively built type and $2,462.94 for 
the type using cheaper materials as in (a) above. 


These figures indicate a spread of slightly more 
than 2714 per cent on a “per-bed cost’’ basis ap- 
plied to a building of constant size or cubic con- 
tents. In the above assumptions the “cubic foot 
cost” figures vary at most only 10 per cent as 
the change of rooms to wards will affect con- 
struction cost very little. 


Hence it seems as though the “per-bed cost” 
system of establishing probable costs is not a 
proper basic method and should be abandoned. 


COST BREAKDOWN 
Cents 


er 
Amounts ($) Per cent é ft. 
a Structural Branches—In- , 
cluding excavation, con- 
crete and cement, brick- 
work, hollow tile, cut stone, 
steel and other metal work, 
steel windows, roofing and 
sheet metal work, carpen- 
try, millwork, cabinet 
work, hardware, metal fur- 
ring, lathing & plastering, 
marble, tile, terrazzo, 
painting, glazing, soft 
floors, acoustical treat- 
ment, screens, weather- 
strips, metal lockers, laun- 
dry chute, incinerator.... $134,652.99 64.0 
Mechanical Branches—In- 
cluding plumbing, heating, 
ventilation, temperature 
control, pipe covering, elec- 
tric wiring, signals, tele- 
phones, and lighting fix- 
tures, elevators and dumb- 
WONG isc oae pe wale ons 
Built-in Equipment — In- 
cluding metal cabinets and 
cases, metal shelving and 
bins, sterilizers, kitchen 
equipment, refrigerators 
and mechanical refrigera- 
tion CHUREHoedecen SbSs Yee 


| ET eee $210,716.66 


AREA ANALYSIS 
Area in se ft. Per cent of total 


34.78 


ou 


65,450.66 31.0 16.87 


Q 


10,613.01 5.0 2.75 


100.0 64.40 


Space Assignment 


Culinary department’ ......... 8,050 9.207” 
Heating plant & machine rooms 1,575 4.75 — 
Out-patient & diagnostic’...... 1,861 5.62 ~ 
Emergency service’ ........... 480. 1.45 - 
RGPAMGBEPOTIONS oo 65 60 ed oes 844 2.55 — 
Personnel accommodations’ .... 1,037 3.12 “ 
Public space & services’....... 769 2.32 o, 
Cire occ ccicces bb ares eg oc 7,390 22.36 
SOME oOo ack Cec uvecbelace 747 2.25 ” 
SUVS Sake Soca snes wece cane 1,640 4.95 fe 
CHIMEREE oc cas 6 cob ce ane 760 2.28 
Patients’ service units’........ 2,365 7.15 ~ 
Patients’ rooms & wards”...... 7,650 28.22 ¢ 
Miscellaneous & unassigned”... 2,982 ae <: 








ROCHE ston Sedcewaanree anes 33,100 100.00 


1Includes dining rooms and food storage rooms 

2Includes lobby, toilets, laboratory, pharmacy and x-ray 

%‘Emergency operating room, morgue and necropsy room 

‘Including floor nurses’ stations and charting 

‘Locker rooms, rest rooms, toilets, and living quarters 

"Includes waiting rooms on upper floors 

‘Corridors, elevators and stairs 

®Includes its own corridor, also dressing rooms and toilets 

*Includes utility rooms, service kitchens, general bath and 
toilet rooms, linen closets, flower rooms, stretcher closets, 
and janitor’s closets 

Includes private toilets and baths. Also includes nursery 

10utside walls, partitions, pipe shafts and unclassified 
areas 








Hospitals Take Note! 


Several of our institutions that have sent dis- 
carded x-ray films to the American Cellulose Com- 
pany, Indianapolis, Indiana, have been defrauded. 


The Post Office Department advises that more 
than one hundred firms or persons have com- 
plained of failure to receive pay for films and 
scrap steel sent to the American Cellulose Com- 
pany, and collection lawyers have advised that 
nothing can be collected from this company. 
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Gadgets 
TORONTO CALLING! 

If you have an Educational Exhibit, or a 
gadget which might be of interest at the In- 
ternational or American Hospital Conventions 
to be held in Toronto in September, please ad- 
vise P. L. Morrison, Convenor, Educational 
Exhibits, 130 Dunn Avenue, Toronto, without 
delay. 
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The Indigent Patient and the Voluntary Hospital 


MICHAEL M. DAVIS, Ph.D. 


HO are “indigent”? Correctly used, the 
WV ex “indigent” is applied to those per- 

sons who are legally dependent. But a 
large proportion of the sick people unable to pay 
for their hospital care are not legally dependent. 
They are self-supporting while in health and some 
of them pay their ordinary doctors’ bills. But out 
of family incomes from $750 to $2000 a year, 
they cannot pay hospital bills and the accompany- 
ing bills for physicians’ and surgeons’ services 
which may amount to from $100 to $200 for the 
average hospitalized illness. 


We hospital people seem to be applying the term 
“indigent” to any patient who cannot pay for his 
care. By “indigent patients” we seem to mean 
non-paying patients. Perhaps it would be better 
to say so, rather than to apply an unwelcome term 
to a large proportion of the American people. Of 
course, there are some non-paying patients who 
could pay and who are just dead beats. 


How much community service, that is, care 
to non-paying patients, are our voluntary hos- 
pitals able to render? How much do they actually 
render? Statistically, the best answer to this 
question is the number of hospital days’ care 
given to non-paying patients, and the ratio of this 
number to the total days’ care furnished by the 
hospital during the same year. We need also to 
compare the available service to non-paying pa- 
tients with the local population needing such 
service. 


Unfortunately, we have statistics of free days’ 
care from only a few states or communities. New 
York City is one of these; North and South Caro- 
lina are others. In New York City we have com- 
plete figures for 1934. In that year almost 72 per 
cent of all the general hospital care in voluntary, 
governmental and proprietary hospitals taken to- 
gether was for non-paying patients. Leaving out 
the “‘dead beats,” it would be safe to say that in 
New York City between one-half and two-thirds 
of the population fall into the class of non-paying 
patients. The proportion of such patients in the 
voluntary hospitals alone is considerably smaller. 
In the chief voluntary general hospitals of New 
York, those which are members of the United Hos- 


Presented before the Tri-State Hospital Assembly, Chicago, 
May 3, 1939. 
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pital Fund, it was 45 per cent. In the Carolinas, 
where the Duke Endowment secures reliable fig- 
ures annually, the proportion of total service going 
to non-paying patients is 30 per cent in the vol- 
untary hospitals. This per cent is less than half 
that in New York City. As will appear later, the 
Carolina percentage is higher than is generally 
found in voluntary hospitals outside of the large 
cities. 


An Index of Hospital Service for Non-Paying 
Patients 


In only a few areas, such as New York City 
and the Carolinas, can we obtain the number of 
hospital days’ care given to paying and non-pay- 
ing patients. We can, however, secure another 
figure which will serve as an index of the work 
done for non-paying patients. This figure is the 
per cent of hospital income not derived from pay- 
ing patients, and we can get this percentage for 
most of the hospitals in the United States from 
the 1935 Hospital Census. This census furnishes 
the figures on income of the hospitals classified 
according to sources, that is, from patients, taxes, 
endowments, gifts from community chests and 
other income, including individual gifts. A hos- 
pital which secures 80 per cent of its income from 
patients has 20 per cent of its income from taxes, 
gifts, endowment and miscellaneous sources, and 
is able, therefore, to give about 20 per cent of its 
work to non-paying patients. 


It is true that some private patients pay more 
than the cost of their care and that this surplus 
could be used for charitable service. Against this 
surplus, however, must be balanced the deficit in- 
curred by caring for part-paying patients, for ex- 
ample, “ward cases,” paying less than cost. Is 
the per cent of hospital income derived from 
taxes, gifts, endowment and miscellaneous sources 
a measure of the hospital’s ability to serve pa- 
tients who cannot pay? I have checked the re- 
liability of such a measure by the figures from 
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New York City and from North and South Caro- 
lina. In these areas we have accurate statistics 
of both free days’ care and of the various sources 
of hospital income. The percentage of free days’ 
care to total days’ care is a direct measure of the 
hospitals’ charitable or “community” service to 
non-paying patients. In both Carolinas and in 
New York City, the percentage of free days’ care 
is almost exactly the same, in each case, as the 
percentage of hospital income derived from taxes; 
gifts, endowment and miscellaneous sources. I 
have therefore used this percentage as an index 
o! the service of the voluntary hospitals to non- 
paying patients. It is not claimed that this per- 
centage is an exact measure, but it is believed to 
be a good working index of this service. 


The proportion of income not derived from pay- 
ing patients in New York City is larger than that 
found in smaller places. Generally speaking, in 
the large cities of the country half or more of the 
hospital work is not paid for, taking voluntary, 
proprietary and governmental general hospitals 
together. In the smaller cities, towns, and rural 
areas, however, the proportion of hospital patients 
who do not pay gets, generally speaking, smaller 
and smaller. 


Non-Paying Patient in Small Cities and 
Rural Areas 


Now, why is there a smaller demand for hos- 
pital care from non-paying patients in the small 
cities and rural areas? Is it because there are 
fewer such people who need hospital care, or fewer 
people of small incomes? Or, is it because the 
hospitals outside of the big cities have smaller 
resources with which to serve sick people who 
cannot pay? I shall give certain figures which 
will help to answer this question. Let us remem- 
ber, in the first place, that only one-third of our 
people live in cities of 50,000 population or more; 
two-thirds live in smaller cities, towns or rural 
areas. So many of us come from large cities that 
we are a little likely to forget this important fact. 


I will take three states—Kansas, Georgia, and 
Wisconsin—as more typical of the United States 
than New York, Ohio or Illinois. In Kansas, over 
three-fourths of all the hospital beds providing 
for general and acute cases are in voluntary non- 
profit hospitals. These voluntary hospitals, how- 
ever, depend on paying patients for 87 per cent of 
their income. In 1935, they got about 8 per cent 
of their income from taxes and only 5 per cent 
from voluntary gifts and miscellaneous sources. 
There are a few governmental* general hospitals 





*In this article hospitals under Federal control are not in- 
cluded since their services are limited to special groups and 
their facilities are not available to the general public. 
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in Kansas which incidentally give less than half 
of their service to non-paying patients, and a 
number of small proprietary hospitals which give 
hardly any (about 2 per cent). Outside of the 
few Kansas cities with over 50,000 population, 
and this includes most of the state, the voluntary 
hospitals give only about 10 per cent of their serv- 
ice free. Furthermore, in many of the small cities 
and towns of Kansas there are no other hospitals 
except those under proprietary control. 


In Georgia, the voluntary hospitals furnish 
about 40 per cent of the hospital beds in the state. 


The proportion provided by proprietary hospitals. 


is large—17 per cent of the total. If we omit the 
Georgia cities of over 50,000 population, however, 
we find that the number of beds in proprietary 
hospitals exceeds the number in the voluntary 
hospitals. In considerable areas of Georgia and 
several other southern and western states the 
chief local facilities are proprietary hospitals 
which take very few non-paying patients. The vol- 
untary hospitals outside the four Georgia cities 
with over 50,000 population provide little over one- 
fourth of their service for non-paying patients. 
This means that in most of the state of Georgia 
less than one-tenth of a hospital bed is available 
per 1,000 population for non-paying patients. 


In Wisconsin, the voluntary hospitals provide 
about two-thirds of all the general beds and, along 
with the proprietary hospitals, depend for about 
five-sixths of their income upon paying patients. 
If we omit the Wisconsin cities of 50,000 popu- 
lation and over, the voluntary hospitals depend 
for 90 per cent of their income upon paying pa- 
tients. In other words, the proportion of non- 
paying service which they offer is small. In Wis- 
consin, as we all know, there is a state university 
hospital which will receive some free cases from 
any part of the state. But the availability of a 
limited number of such beds at long distance does 
not take the place of local hospital facilities which 
are needed both for certain sick people and for 
the maintenance of standards of local medical 
practice as a whole. 


If we take all the states together and divide 
them into five main regions, we find that the vol- 
untary hospitals in the northeastern region, that 
is, the Middle-Atlantic and New England states, 
secure nearly 40 per cent of their income from 
sources other than patients’ payments, that is, 
chiefly charitable gifts and taxes; but in all the 
rest of the country, only about 20 per cent of the 
income of the voluntary hospitals is from these 
sources. Throughout most of the United States 
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the voluntary hospitals thus depend for four-fifths 
of their income upon paying patients. 


Need for a Concrete Picture 


We need a more concrete picture than can be 
had from national or state statistics. I will there- 
fore describe conditions in some local areas. The 
county is generally too small as a unit for hos- 
pital service, and one must usually group neigh- 
boring counties together. In southwestern Kan- 
sas, for example, is a group of eight counties, 
making .a rough square of about 80 miles each 
_ way. There is one hospital in this area approved 
by the American College of Surgeons. This is a 
church hospital with 82 beds. There is also one 
little non-profit association of 10 beds fairly close 
to the larger one. The total population of this 
group of counties is nearly 50,000 persons. The 
two hospitals in these eight counties cannot pro- 
vide much more than 10 per cent of their service 
to non-paying patients, or about one-fifth of a bed 
available for non-paying patients for every thou- 
sand population. -The Carolinas utilize about one 
bed for non-paying patients for every thousand 
population, and New York City more than two 
and a half beds. 


In Georgia, one finds several groups of counties 


in which there are nothing but proprietary hos-. 


pitals, and some groups with no local hospitals 
at all. One group of six counties has 86,000 pop- 
ulation, and one voluntary hospital of 30 beds not 
approved by the American College of Surgeons. 
This is one-third of a bed for ‘a thousand popula- 
tion, and certainly not more than one-fifth of these 
30 beds is for non-paying patients. Incidentally 
this area has only a small Negro population. 


I could go on almost indefinitely with descrip- 
tions of local areas, some of which have no hos- 
pital, some of which have only proprietary hospi- 
tals, some of which have voluntary non-profit hos- 
pitals. In all of these areas the total number of 
beds is small, and less than a quarter of these few 
beds are available to people who cannot pay. 


I am not stating these facts as if they were the 
fault of the voluntary hospitals. This is their mis- 
fortune. No one regrets these facts more than 
the leaders in the voluntary hospital system. No 
one is more anxious to change the situation than 
they. 


A very interesting comparison can be had be- 
tween the state of Georgia, which I have used as 
one of my illustrations, and the neighboring Caro- 
linas. These states are similar in general re- 
spects. South Carolina is poorer than Georgia; 
North Carolina, a little better off. Taking the two 
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Carolinas as a whole, we find that 29 per cent of 
the voluntary hospital service is furnished for 
non-paying patients. In the state of Georgia, only 
17 per cent of the voluntary service is for non- 
paying patients. Is it probable that the hospital 
needs of the population in these two states are 
very different? I doubt it. The difference in the 
amount of unpaid service rendered in Georgia as 
compared with the Carolinas is probably the re- 
sult of the aid given the Carolina hospitals by 
the Duke Endowment. This aid in behalf of free 
cases in the Carolinas is probably the chief reason 
why the percentage of unpaid service rendered in 
the Carolinas is 12 per cent higher than it is in 
Georgia. 


The voluntary hospitals have as their chief 
ideal to serve the needs of their community. One 
of the major needs is for the care of non-paying 
patients. The figures which I have recited show 
that the voluntary hospitals now work under 
great financial limitations in providing needed 
services. 


4 


The Unoccupied Hospital Bed 


Another point should be brought in here. “In 
1938 the voluntary general hospitals had 237,000 
beds (on the American Medical Association regis- 
tered list), of which just two-thirds were occupied 
on an average day. In other words, they had a 
daily average of 80,000 unoccupied beds. How 
much more work for non-paying patients could 
they do if they had the money? A large propor- 
tion of these voluntary hospitals are small in- 
stitutions which, as we know, cannot run on the 
average throughout the year to more than 80 per 
cent of their rated capacity. It might be possible 
to utilize 40,000 additional beds in the voluntary 
hospitals if money were available to support these 
beds for non-paying patients.** In other words, 
the number of additional general beds that could 
be utilized in the voluntary hospitals would add 
only about 40;000 to the present total. These 
40,000 beds would be concentrated, for the most 
part, in cities of 50,000 population and over and 
would not be available to people in considerable 
sections in which there are now no local hospitals 
or only proprietary or non-registered institutions. 


The Problem of Using the Hospital Bed at 
Present Unoccupied 


All of us are interested in the voluntary hospi- 
tals, but we must face the situation realistically. 
The voluntary hospitals are not so distributed 

**It should be added that in 1938 there were some 40,000 total 
beds in the proprietary general hospitals, of which 50 per cent 
were vacant but not more than 10,000 additional proprietary 


hospital beds could be kept occupied even if there were money 
to pay for them. 
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throughout the country as to be able to meet local 
needs in a great many areas. Their service in the 
areas which they do reach could, however, be sub- 
stantially. expanded at minimum cost if financial 
support were available to maintain now unoc- 
cupied and needed beds. About 40,000 beds, or a 
little less than 10 per cent of the total of all gen- 
eral hospital beds, could be added for community 
service in voluntary hospitals if financial support 
were available from private philanthropy or from 
tax funds from local or state governments to care 
for non-paying patients. Another possible source 
of additional support is the expansion of voluntary 
hospital insurance which, if it could enlist many 
members in small places, might enable a propor- 
tion of those people who cannot pay for hospital 
care on a fee basis to pay for it by the insurance 
method. Thus far, the voluntary insurance plans 
have not grown enough outside of large cities to 
_affect the situation or to enable us to judge how 
far they are likely to extend in these areas. 


To make the 40,000 beds available to non-pay- 
ing patients would require some 40 million dol- 
lars’ additional annual income for the voluntary 


hospitals. This is nearly double the total income 
now secured by all the voluntary hospitals from 
current gifts, including those from community 
chests. So far as tax payments from local and 
state governments are concerned, these now 
amount to over thirty million dollars a year and 
have been increasing. Procedures have been 
jointly recommended by the American Hospital 
Association and the American Public Welfare As- 
sociation to promote the efficient and satisfactory 
use of such funds. If such tax payments were 
approximately doubled during the. next few years 
most of the 40,000 effectively available beds in 
the voluntary hospitals could be utilized for people 
who cannot pay their way. 


How much can we succeed in increasing these 
three sources of income of the voluntary hospi- 
tals? Can we secure the additional forty million 
dollars from all these sources together? Every ef- 
fort should be made to do so, as soon as possible. 
But do not let us think that, even if this couid 
be accomplished, the problems of hospital care 
for all non-paying patients in this country would 
thus be solved. d 





Dedicated on National Hospital Day 


The glass-covered swimming pool at Bergen Pines—The Bergen County Hospital—Ridgewood, New Jersey, 
of which Dr. Joseph R. Morrow is Director 
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Fire and Explosion Hazard with Anesthetic Agents 


H. LIVINGSTONE, M.D.; I. SHANK, M.D., and R. ENGEL, M.D. 


demands serious consideration. Casual, inju- 

dicious statements have occasionally given 
the erroneous impression that such incidents are 
extremely rare and may be practically ignored. 
Beeause careful investigation reveals that this 
is a mistaken supposition, and in answer to an 
increasing number of inquiries from hospital 
administrators and also hospital architects in 
regard to the fire and explosion hazard in an 
operating room, we feel the need of reviewing the 
reported accidents. In addition to the reported 
cases, we have been informed by numerous per- 
sonal communications from judicious anesthet- 
ists with wide experience that a complete report 
would include many additional instances of acci- 
dents either with or without personal injury, 
which, because of reticence on the part of per- 
sonnel or administrators are not reported. The 
statement has been made that perhaps a hundred 
ether accidents occur annually’. Even though 
the problem of fires and explosions is not the 
greatest hazard to be considered when these 
agents are employed, it is nevertheless a hazard 
that should demand consideration. 


Tex hazard of anesthetic fires and explosions 


Excellent laboratofy reports on the flammabil- 
ity of various widely employed anesthetic gases 
and vapors have been presented by Brown,’ 
Bloomfield,* Dixon,‘ Williams,’ Phillips,* and 
Buchman and Wardell.’ These presentations pro- 
vide us with clear, concise evidence as to the 
potential dangers existing in the operating room. 


In an effort to review the literature to date the 
following reported fires and explosions are 
grouped according to the anesthetic agents in- 
‘volved and their consequences, particularly as 
regards personal injuries and deaths. No effort 
has been made to completely discuss property 
damage. A few personal communications are 
included, when authentic information has been 
secured. 


Ether or Ether-Oxygen 


Ether, one of the most widely employed anes- 
thetic agents, is not infrequently an offender. 
Pinson® stated that at least a hundred ether 
explosions probably occur every year in England. 
Ether is known to be particularly dangerous when 
combined with oxygen. 
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Turning on an electric light near the patient 
ignited open drop ether and burned the patient.° 
Ether-oxygen was ignited from the electric bulb 
of a laryngoscope and the patient was burned.*° 
In Iowa, cautery was used for removal of a carci- 
noma of the tongue following open drop ether 
and removal of the mask. An explosion occurred 
fracturing the base of the patient’s tongue, and 
forcing the eyes out of their sockets until they 
rested on the cheeks. Hemorrhage occurred into 
the air passages and the patient died several 
hours later..! Ether was given for an operation 
on a fractured jaw. An explosion followed the 
application of a dental syringe delivering warm 
air to keep the teeth dry. The explosion at the 
back of the patient’s throat was followed by acute 
hemorrhage and the patient died within ten min- 
utes from rupture of the bronchi and collapse of 
the lungs.’? An ether explosion occurred when 
cautery was employed during a hemorrhoidec- 
tomy."* A spark from a motor driven suction 
machine ignited ether, and the force of the explo- 
sion blew out some of the nearby wall of the 
operating room." 


In 1926 ether-oxygen was given by a Henle- 
Tiegel machine in the treatment of a fistula 
broken into the lung from a pyonephrosis. Some- 
time before cautery was employed the ether was 
discontinued, however, a severe explosion oc- 
curred when the cautery was started and the 
patient died one hour later.** Cole reported a 
pharyngeal ether-O, explosion with death of the 
patient from rupture of the bronchus and col- 
lapse of the lungs.** In Michigan, ether exploded 
in an anesthetic apparatus not in use.’* Salzer" 
reported two ether fires when actual cautery was 
used during mouth operations. Static spark from 
the hands of a nurse who had walked some dis- 
tance after folding linen and then touched an 
open drop ether mask ignited the mask."* 


The discontinuation of an ether administration 
followed by the use of an electric “pencil-lamp” 
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resulted in an explosion followed by death of the 
patient from putrid bronchitis. Necropsy re- 
vealed evidence that the flames had been trans- 
mitted down the bronchial tree"? The surgeon 
was burned. This same surgeon had had two 
similar explosions. 


A lighted cigarette tossed into a sink down 
which ether had been poured a few minutes 
before resulted in injury to a medical school 
employee and an explosion and fire doing $1,000 
camage.”°, 


In Stuttgart, a Draeger machine administering 
ether-oxygen exploded, apparently being ignited 
by static, while patient and machine were being 
wheeled into the operating room. The patient 
was injured.” 


Static electricity apparently ignited ether-ox- 
ygen in a Roth-Draeger apparatus. An explosion 
cecurred which ruptured both apices of the pa- 
tient’s lungs. Pneumothorax developed on the 
right and was followed by emphysema of the 
neck, however, the patient eventually recovered.” 
Static electricity apparently caused an ether-ox- 
gen explosion in the same type of apparatus in 
Nuremburg in the same year. The anesthetist 
was wearing rubber gloves and apron.** An 
ether-oxygen machine was ignited, apparently by 
static spark, while being wheeled out of an op- 
erating theatre in London. Two ether cans across 
the room also exploded. Patient, attendant, nurse 
and anesthetist were injured. An expert from 
the Home Office said that the explosion was caused 
by oxygen passing through a metal tube to the 
ether container, or from a spark from the pa- 
tient’s cart.** 


Two instances of fire in motor driven ether 
vaporizers have occurred in Chicago when sparks 
jumped from the motor to nearby ether 
vapor. 2° An explosion occurred in patient’s 
mouth and also at the anesthetic apparatus when 
a surgeon withdrew a small surgical lamp from 
the esophagus, in a patient who had previously 
received ether-oygen.”7 Another explosion oc- 
curred when a diathermy electrode was placed in 
the mouth of a patient under ether anesthesia. 
Some of those present were injured by the flying 
glass and the patient subsequently died.” 


Featherstone reported an ether fire caused by 
ether spilling and being ignited by a motor 
blower. He also reported a gauze ether mask 
impregnated with ether being ignited by sparks 
from an electric motor blower.** 


Oxygen and ether were ignited by an open- 
flamed stove in a physician’s office.” The same 
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mixture was also ignited by a static spark dur- 
ing an endotracheal anesthesia.*® Intratracheal 
ether being given with a Guedel cuff in place was 
ignited by cautery.*® In another case ether had 
been used to prepare the abdomen. After the 
patient had been returned to bed withdrawal of a 
towel, which may have been ether soaked, from 
under the patient caused a static spark which 
ignited the ether.*®° Drop ether which was being 
administered to an infant in a midwestern -hos- 
pital was ignited by a fulguration tip being tested 
nearby.*! 


Chloroform and ether exploded and caused the 
death of a patient in England.’® Chloroform- 
ether and oxygen being administered through a 
Roth-Draeger apparatus was apparently ignited 
by static electricity. An explosion occurred and 
the patient’s lungs were injured, but she eventu- 
ally recovered.*? Featherstone reported a de- 
fective contact between a pencil lamp and its 
holder causing a spark that ignited an ether- 
chloroform-oxygen mixture resulting in an ex- 
plosion and death of the patient.** Chloroform, 
we know, is not explosive when used alone, but 
decomposes with heat to give off an irritating 
vapor.* 


In a report of the Committee on Anesthesia 
Accidents of the American Medical Association 
in 1930, 58 questionnaires received from promi- 
nent surgeons contained reports of a number of 
ether flares in the operating room, and 19 ex- 
plosions under ether, of which five produced seri- 
ous injuries, including two fatalities.** All of 
the serious explosions in this series appeared to 
have been initiated by the cautery, by a spark 
from a suction apparatus or from defective elec- 
trical connections on the headlight of the oper- 
ator or near the head of the patient. In the same 
report 75 questionnaires received from widely 
distributed hospitals revealed 19 ether flares, 6 
initiated by the cautery, 2 by the fluoroscope, 12 
by a spark from the motor of a suction apparatus, 
and 4 by exposed wire to a headlight. In 4 of 
19 instances nitrous-oxide-oxygen ether was be- 
ing used. Ether was used alone in all the other 
instances. 


_N,0-0, + Ether 


Since nitrous oxide-oxygen in the absence of 
oil does not explode but only supports combus- 
tion, the fact that the addition of ether to this 
mixture makes a highly explosive combination 
has been too frequently ignored. Both labora- 
tory and clinical reports should impress upon 
everyone the fallacy of this erroneous idea. Luck- 
hardt, among others, pointed out this hazard.** 
The very presence of this mixture in an appara- 
tus, whether or not it is in use, is to be treated 
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with great respect. In addition to the 4 explo- 
sions with this mixture mentioned in the previous 
paragraph, we wish to enumerate the following: 


A spark from a bronchoscope ignited a ni- 
trous oxide-oxygen and ether mixture and burned 
a patient’s throat.** Apparently static electricity 
ignited this same mixture when a patient and 
an anesthetic machine were being wheeled into 
an operating room during an anesthesia. Dis- 
coloration about the patient’s eyes resulted.** At 
the completion of the same type of an anesthesia, 
when the breathing tube was being disconnected, 
an explosion occurred damaging the apparatus.* 
Diathermy used in Los Angeles during a nitrous 
oxide-oxygen and ether anesthesia was appar- 
ently blamed for an explosion and death of a 
patient.*° 


In 1931 Featherstone** reported that 8 or 9 
years previously a small spirit lamp warming a 
nitrous oxide cylinder caused the explosion of 
nitrous oxide-oxygen and ether in the anesthesia 
bag. The same mixture exploded in Ohio when a 
fluoroscope was being used, resulting in injury to 
the patient and damage to the apparatus.*7 A 
patient was burned and the anesthetist died of 
burns as a result of an explosion that occurred in 
an Illinois hospital when an individual in wool 
clothing crossed the room and touched the oper- 
ating table near the anesthetist who was adminis- 
tering nitrous oxide-oxygen and ether.** This may 
be the same explosion and death referred to by 
Sise in 1933.°° Cautery was turned on several feet 
away from an idle gas machine containing this 
mixture. An explosion occurred with serious in- 
jury to an operating room employee.*® This mix- 
ture exploded when a machine was being prepared 
for the administration of an anesthetic. An anes- 
thetist and a nurse were injured.‘ In 1937, elec- 
tric cautery ignited nitrous oxide-oxygen and 
ether, killing a patient and burning two nurses in 
a Baltimore hospital.*? 


Static spark created when the mask was lifted 
from a patient’s face caused an explosion and 
death of the patient.” A Sister in her woolen 
habit, brushed against a face mask that had just 
been used for a nitrous oxide-oxygen and ether 
induction and at the time was delivering oxygen 
flowing over ether. The spark between the woolen 
skirt and face mask caused an explosion injuring 
the surgeon.”® 


A spark from an electrical plug being pulled 
from a wall socket ignited a nitrous oxide-oxygen 
and ether anesthesia in a Philadelphia hospital, 
burning the anesthetist and nearby bronchoscop- 
ist.“* This mixture was recently ignited in a 
New York hospital, apparently by static created 
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by friction of two metal parts of the apparatus 
while making connections during the anesthesia. 
The patient and the anesthetist were injured.‘ 


In 534 replies to a questionnaire sent anes- 
thetists in regard to ethylene anesthesia, Herb’ 
was surprised to receive the volunteered infor- 
mation regarding 39 explosions with nitrous ox- 
ide-oxygen and ether with 7 injuries and 5 deaths. 


It would be indeed interesting to obtain as com- 


plete statistics on ether and N,O-O, + ether ex- 
plosions as Herb obtained on ethylene. Heaney“ 
reported that a certain manufacturer of gas ma- 
chines had stated that there are about 100 ex- 
plosions per year from one cause or another while 
using ether in conjunction with nitrous oxide- 
oxygen. 


Nitrous Oxide-Ethylene 


That the mixture of nitrous oxide and ethylene 
is very dangerous is illustrated by the death of 
an anesthetist and the serious injury of an at- 
tendant when apparently static spark was cre- 
ated while they were working on a small cylinder 
that accidentally contained this mixture.*7 Herb 
in a reply from 534 anesthetists, records 2 deaths 
with this mixture.*® Featherstone** reported an 
explosion and death in Canada following an eth- 
ylene-oxygen anesthesia that was changed to a 
nitrous oxide-oxygen anesthesia of several mo- 
ments’ duration and followed by the use of dia- 
thermy on the pharynx. 


Guedel” stated that with any apparatus, the 
nitrous oxide cylinder and ethylene cylinder 
should never be opened at the same time. 


Nitrous Oxide-Oxygen 
Oxygen 


Three so-called nitrous oxide-oxygen explo- 
sions are reported. In Missouri a high frequency 
electrical converter was used to cauterize a wound 
after removal of a urethral caruncle. The pa- 
tient’s face and eyes were injured and a $3,000 
judgment was obtained.*® Two explosions oc- 
curred in England, both during the use of a 
bronchoscope. In one, the patient’s throat was 
scorched and in the other the patient’s lungs 
were ruptured and death from pulmonary hem- 
orrhage occurred.*® We wonder if in any of 
these instances ether or oil was present in the 
apparatus or if some carbon or foreign substance 
was in the nitrous oxide. 


Nitrous oxide-oxygen, in the absence of oil 
or other dangerous substances, is not combustible. 
We know that in the presence of even minute 
quantities of oil, oxygen is combustible. Two 
unreported instances of injuries to anesthetists’ 
hands from explosions resulting from the use of 
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apparently non-degreased washers on oxygen 
cylinders are known to the authors.*° 


One oxygen cylinder exploded in a gas plant 
and another in a freight station while being han- 
dled. Henderson’s report includes two instances 
where oxygen cylinders blew out their needle 
valves with sufficient violence in one case to pene- 
trate the ceiling.®* 


Static spark ignited oxygen escaping from a 
-ylinder as it was being moved into a Chicago 
iospital in 1938. An intern and a nurse were 
ourned.*? An oxygen room was ignited by a 
igarette in a New York City hospital. One 
yatient was severely burned and two others were 
slightly injured.** One attendant was killed and 
‘wo visitors were injured when a cylinder of 
xxygen exploded in a Chicago museum."* The 
cylinder may have been dropped. 


Ethylene-Oxygen 


Herb’s** report in 1933 on 1,005,375 ethylene 
anesthesias by 220 anesthetists is most revealing. 
There were twenty explosions with one injury 
and 5 deaths in this series. Henderson’s* earlier 
report (1930) revealed replies to questionnaires 
as follows: 


Of 288 hospitals, one reported an ethylene ex- 
plosion and death of the patient when cautery was 
used on a carbuncle on the neck, and 9 others 
reported explosions with minor injuries to the 
anesthetists. Dr. Hugh Cabot’s questionnaire sent 
to 75 hospitals, revealed more than 146,000 ethy- 
lene anesthesias. There was one explosion when 
a cautery was applied to an abscessed lung. In 
another, cautery ignited ethylene and induced a 
slight burn. 


Two other explosions were reported, as well 
as one N,O-O, and ether explosion under the same 
circumstances as a previous ethylene explosion. 
These occurred in the apparatus after the anes- 
thetic had been completed. 


In a third questionnaire returned from 58 
prominent surgeons, dealing with more than 163,- 
000 ethylene anesthesias there were 18 explosions, 
5 of them serious and 1 fatal. Static electricity, 
cautery or suction apparatus appeared to. have 
initiated these explosions. 


Salzer’’, in 1929 collected 425,000 ethylene an- 


esthesias with 10 explosions. Of these, 2 were 
mere flashes, 3 resulted in minor injuries, 4 in 
destruction of equipment and one in_ death. 


Thus we see that many questionnaires have 
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been sent out in regard to ethylene. As for de- 
tailed reported cases we found the following: 


In 1924 an explosion occurred in Milwaukee 
when cautery was employed for a hemorrhoidec- 
tomy under ethylene-oxygen. The patient and 
the assistant were burned." 


In 1925 Herb* reported 5 ethylene-oxygen ex- 
plosions in the Presbyterian Hospital, Chicago. 
No damage was done to anyone. The gases were 
flowing at the time of all of the explosions. The 
gases were ignited by static spark produced by 
(1) the metal on the breathing tube touching 
the metal on the head of the machine; (2) strik- 
ing the metal table with the anesthetic cone; (3) 
assistant’s gown brushing against the breathing 
tube; (4) and (5) changing the breathing tube 
from one machine to another. Ether was pres- 
ent in the machine in three instances, and in two 
instances it caught fire. The first two explosions 
were ethylene-oxygen only and occurred in the 
delivery room. These explosions were also re- 
ported by Heaney.*® 


Caine had an explosion in a dentist’s office, 
the gas being ignited from a Bunsen, jet. Pa- 
tient, dentist, and two assistants were injured.*’ 
Ethylene was ignited by an open gas flame in a 
dentist’s office. The patient died of a pneumon- 
itis two days after the explosion.” It is inter- 
esting to note that the Baltimore explosion and 
death previously mentioned which occurred about 
this time was nearly duplicated in 1937 in the 
same city when cautery was employed on a car- 
buncle but this time nitrous oxide-oxygen and 
ether were being employed. Cautery ignited the © 
anesthetic both times. 


In 1927 an anesthetic machine with the gases 
still flowing was moved several feet in a Detroit 
hospital and an explosion occurred leaving the 
anesthetist with minor injuries.** In the same 
hospital an explosion occurred at the close of an 
ethylene-oxygen anesthetic when the anesthetist 
broke contact with the patient and began manip- 
ulating the machine with the gas still flowing. 
No one was injured.** A mixture oversatu- 
rated with oxygen exploded and caused the death 
of a mother and foetus at term in a Michigan 
hospital in 1929.5° Brown has shown that miz- 
tures containing 45 per cent oxygen with ethylene 
are explosive.’ Therefore, oversaturation with 
oxygen must not be permitted when using this 
anesthetic. 


Caine and Baker® of New Orleans reported 
ethylene smoking and then taking fire while it 
was escaping rapidly around a loose washer con- 
nection as a small cylinder was being filled from 
a large cylinder by an orderly. The fiber washer - 
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soon burned and the orderly’s forearm was blis- 
tered when he attempted to shut off the cylinder. 
By the time the fire department arrived other 
anesthetic apparatus was destroyed and the 
safety valves blew out on other gas cylinders. 
The fire was confined to the hallway and the out- 
side of the operating room. No one else was 
injured. . 


Featherstone in 1931 stated that Lundy told 
him that out of 39,000 ethylene administrations 
at the Mayo Clinic they had had no explosions.** 
Lundy, however, in 1932 reported one harmless 
explosion. The anesthetist emptied the bag of 
ethylene-oxygen with manual pressure at the end 
of the operation, and then flushed it with oxygen. 
Upon attempting to remove the inhaler tubing 
from the machine a sharp explosion occurred 
damaging only the tubing.” 


Ethylene-Acetylene-Oxygen 
Acetylene-Oxygen 


A patient had been given ethylene-acetylene 
anesthesia and was returned to bed. Twenty 
minutes later he was allowed to light a cigarette. 
An explosion occurred. 


Two “Narcylen” (acetylene-oxygen) explo- 
sions occurred in Hamburg. Another Narcylen 
explosion was caused by the use of cautery.* 
Three other explosions occurred because of grease 
in the apparatus and a nurse was injured.® An- 
other instance of apparent ignition by static elec- 
tricity occurred in Eppendorf.** A Narcylen ex- 
plosion with death of the patient occurred in 
Hamburg."* Another explosion with this agent 
occurred in Wiirzburg.** 


Ethyl Chloride 


Between 5 and 20 per cent ethyl chloride mixed 
with air is inflammable.” A local ethyl chloride 
spray was applied to a small skin lesion by a Chi- 
cago surgeon who then turned on a cautery knife. 
A fire resulted.” In Vienna, an ethyl chloride and 
oxygen anesthesia was ignited by a short circuit 
of an x-ray device during examination of a 
fracture.*® 


Vinethene 


Laboratory evidence has shown that divinyl 
ether or Vinethene is inflammable and explosive. 
The same precaution should be observed with its 
use, as with the administration of di-ethyl ether. 


Cyclopropane-Oxygen 


Cyclopropane-oxygen was ignited by static 
when a falling mask brushed the drapes and was 
picked up by an individual who had not previ- 
ously touched the machine.*® A static spark gen- 
erated by pulling a cover off the machine ignited 
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this gas on one occasion.*® An imperfection in 
the rheostat of a laryngoscope caused one ex- 
plosion.*® One explosion and death of the patient 
were caused by the use of cautery.”: The cause 
of another explosion has not been determined.” 
In 1937 cyclopropane was reported as the chief 
anesthetic agent in a fatal explosion in a Los 
Angeles hospital.”* Static spark was thought to 
have been responsible for one recent explosion 
and death of a patient in Massachusetts. It 
was again reported as the cause of a cyclopro- 
pane-oxygen explosion and death of a patient in 
New York City in March 1939."° Two other ex- 
plosions and one death occurred in eastern states 
recently.7* An explosion occurred in California 
in March 1939 when this mixture was being 
emptied from the anesthetic bags to give the 
patient 100 per cent oxygen.” Cyclopropane has 
the same potential danger of explosibility as the 
more commonly used ethy] ether.”® 


Miscellaneous 


Bloomfield? reported the ignition of hydrogen 
by a lighted cigarette during an anesthetic ex- 
periment. He also discussed the ignition points 
of propylene-oxygen. In California in December 
1937, a mixture of cyclopropane-nitrous oxide- 
oxygen and ether was ignited when the anes- 
thetist started to empty the anesthetic bag. The 
patient died. A suit is pending against the hos- 
pital, surgeon and anesthetist.7 We understand 
that this hospital now prohibits the use of cyclo- 
propane. An employee was killed while removing 
a supposedly empty cylinder from a horizontal 
position to the upright position for filling.” 


We know that alcohol, used in the preparation 
of patients has been ignited by cautery. Salzer” 
reported a sponge used for cleansing the skin with 
ether catching fire from an unknown cause. The 
hazard of explosions and fires from alcohol or 
ether preparations followed by diathermy needles, 
cautery, etc., must be considered. 


Discussion 
Production of Static 


According to Hoover and Cutler* “as early as 
600 B.C., Thales of Milatus, one of the ‘seven 
wise men’ of early Greece, knew that certain 
substances would become electrified when rubbed 
with silk.” We know now that static charges 
are produced by any friction between two ob- 
jects, and that there are many opportunities for 
the generation of electrical potentials in an op- 
erating room. 


High voltage may be generated by the anes- 
thetist, depending upon the type of clothing worn. 
Draper* found that taking four steps on the tiled 
floor of their operating room gave an individual 
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wearing leather shoes a potential of over 500 
volts on their electroscope. This was the maxi- 
mum reading their instrument would give, so the 
actual potential may have been much higher. 
They found that this same individual dissipated 
the charge by stepping on a grounded metal mat. 
This discharge of electricity of course would have 
been impossible with rubber soled shoes which 
are non-conductors and will prevent the draining 
of charges back to earth. 


In London in 1936 it was found that rubber 
tired stretchers could be readily electrified by 
sharp movements of blankets. One of these 
stretchers pushed alongside of anesthetic equip- 
ment on a rubber tired vehicle caused an explo- 
sion, and both patient and anesthetist were in- 
jured.*? Rayner,** Schroeder and Neff** and 
Thalheimer,*® among other writers abroad, as 
well as many authors in this country recognized 
the danger from static electricity in an operating 
room. Besides the danger of static discharge 
from individuals and apparatus moving about the 
room, we must also consider the hazard of fric- 
tion from clothing, sheets, blankets, patient’s hair, 
etc. The rubber tubing and rubber breathing 
bags of the gas machine are also charged by the 
flow of gases through them. The elimination or 
dissipation of static spark created inside the ap- 
paratus needs a complete investigation. Some 
feel that water inside the apparatus is essential, 
however McKesson*® stated that this is not the 
solution. 


Prevention of Static 


There should be a concerted effort in every hos- 
pital to eliminate the hazard from static. It has 
been found by several workers that raising the 
humidity to 65 per cent air saturation is the best 
method of dissipating static charges outside of 
the anesthetic apparatus. More recent investiga- 
tion has raised the previously suggested 54 per 
cent saturation to this higher level. Frequently 
in Chicago during the winter months there is 
an air saturation of only 13 per cent humidity. 
Lake*’ found in investigating 12 operating rooms 
that the humidity ran from 25 to 40 per cent, 
being at the 40 per cent level in only one instance. 
In the recent nitrous-oxide-oxygen-ether explo- 
sion in New York City caused by static the humid- 
ity was only 37 per cent. In order to avoid work- 
ing with a false sense of security, humidification 
of the air should be tested at frequent intervals. 
Hygrometers are available for this purpose, the 
wet and dry bulb whirling sling hygrometer hav- 
ing been suggested, among others, as being effi- 
cacious. Although it has been satisfactorily dem- 
onstrated that less static is generated in the pres- 
ence of proper humidification, rare explosions 
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have occurred, thus demonstrating that humidity 
control is not the final solution of this problem. 


Since a high percentage of static is controlled 
by a high relative humidity, the proper humidifi- 
cation and temperature regulation of operating 
rooms must be given more thorough investigation, 
both in the erection of new building and the re- 
modeling of existing structures. If it is installed 
correctly at the time of the construction of new 
buildings the cost is considerably less than in 
remodeled buildings. 


Thorough ventilation with frequent air changes 
is important. Drafts must be avoided to prevent 
chilling of the patient, however, ventilation should 
be adequate to carry off rapidly all vapors and 
gases. The air currents should be directed from 
the head of the patient away from the operating 
table and any cautery or sparking device. The 
latter should not be used in the presence of in- 
flammable or explosive anesthetic agents. Ac- 
cording to Yaglou,** Clay,*® and Keys® among 
others, the proper air conditioning is a protec- 
tion to the patient against heat stroke, and it also 
increases the efficiency of the surgical team. 


Safeguards Against Explosions 


Many sources of ignition from electric circuits 
are enumerated by Phillips. Every individual 
entering an operating room should be constantly 
mindful of each of these sources. All light 
switches in operating theatres should be only of 
the vapor-proof type, such as the mercury-are 
switches. They should each have a pilot light 
to denote whether or not the current is flowing 
from the switch. No connection or disconnec- 
tion should be made with the wall outlet plug 
until the pilot light is off, denoting that no cur- 
rent is flowing. 


Phillips has suggested a code of safeguards 
against explosions.*: The National Board of Fire 
Underwriters has also pointed out hazards and 
recommended safeguards to be followed when 
combustible anesthetics are being employed. 


The floors of operating theatres should be con- 
structed so as to dissipate as far as possible the 
static charge carried by moving objects. Such 
a floor is described by Herb.®* This grille of 
small brass strips, jointed with brass, should be 
in turn grounded to the building. The strips 
should be close enough together to permit con- 
tact at all times with the employees’ shoes. The 
floor should be constructed of material that will 
maintain a smooth even surface, so as to keep 
the metal strips even with the surface and as 
an aid in thorough cleaning. Rooms should be 
large enough to prevent furnishings, employees 
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and other moving objects brushing against the 
anesthetic equipment, anesthetist and regions 
near the patient’s head. 


Hospital construction should provide a well 
ventilated and readily accessible room reserved 
only for the storage of anesthetic equipment. 
Temperature and humidity should also be care- 
fully controlled in this room. If a central piping 
system for gases is installed it should be cen- 
trally located so as to permit adequate gas pres- 
sure in each theatre. This gas room should con- 
tain a ventilator opening to the outside of the 
building in case of gas leakage. A well insulated 
fire door opening outward also should be in- 
stalled. Hot water should be piped to this room, 
as hot water bags only should be used to main- 
tain an even flow of gas through the reducing 
valves. 


This room should be located at an adequate 
distance from any source of ignition. In one 
state the law requires that this room must be 
located at least 20 feet from an elevator. It is 
advisable to keep this room locked to prevent un- 
authorized persons having access to it. The pipe- 
lines should be installed with the minimum of 
joints to prevent leakage of gas. It is advisable 
to install a gas meter in order to make frequent 
checks as to the condition of the pipes carrying 
explosive gases, so as to immediately detect the 
presence of any leakage. It is advantageous to 
install in conjunction with the gas lines, addi- 
tional lines of air under pressure and suction, 
both controlled by motors located at some distant 
point from the operating room theatres, and gas 
room. 


Telephones or telephone ringing devices are 
likely to produce igniting sparks and should not 
be located within the operating room. 


Anesthetists should thoroughly rinse the tubing 
and face inhaler with water immediately before 
starting the anesthetic in order to remove dust 
particles and to make an effort to bring them- 
selves and their equipment as nearly as possible 
to a negative potential. It has been suggested 
by Connell®* that all rubber parts, inside and out, 
should be washed with a 4 per cent solution of 
calcium chloride, to make these rubber parts more 
conductive and to eliminate the building up of 
differences in potential. This solution will tar- 
nish iron and nickel but not chrome, so should 
not be used in excessive amounts. It causes about 
the same irritation of the eyes as sea water. 


Anesthetists should also follow McKesson’s 
advice by making contact with their hand and 
the inhaler to the patient’s face before turning 
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on the combustible anesthetic, and maintaining 
this contact throughout the anesthesia, releasing it 
only when the gas flow has been shut off.°* There 
should be no break in the circuit, as in the re- 
moval and replacement of breathing bags. 


Rubber soled or composition soled shoes should 
be prohibited on anyone likely to come near the 
anesthetic equipment, anesthetist or head of the 
patient. Scheurlen” as well as many other authors 
stress this point. Dry, heated blankets, electric 
pads, etc., should not be placed on the patients. 
Silk or woolen outer garments should be prohib- 
ited in the operating rooms. 


Cheney and Folkman determined the amount of 
ethylene in the air of an operating room.” Dr. 
Squibb saw ether take fire at a measured dis- 
tance’ of 15 feet between the source of the escap- 
ing vapor and the source of fire.*° The correct 
use of the carbon dioxide absorption method of 
anesthesia first used experimentally by Andrews 
in 1868,°° employed on humans by Jackson in 
1915,°? and developed and popularized by Waters®* 
is a powerful preventative of the diffusion of 
gases in the room. 


The less explosive mixture in the room, the less 
danger of external explosion, leaving mainly in- 
ternal explosions to be contended with. This 
method, however, does not entirely obviate the 
danger of leakage of gases when face masks are 
lifted during the insertion of airways and the 
use of suction, the deliberate allowing of gases 
to escape from the exhaling valve to lessen the 
tension in the breathing bag and other not in- 
frequent instances of leakage in the supposedly 
air-tight circuit. 


Wineland and Waters’? have shown that an 
anesthetic is to some extent diffusible through 
rubber. With these occasional hazards in mind, 
the use of cautery and sparking devices should 
always be prohibited in the presence of explosive 
gases. That the risk of an internal explosion 
still exists was demonstrated in the recent Mas- 
sachusetts and New York explosions. 


As regards the patient, we know that protec- 
tion only of the respiratory passages during the 
administration of an explosive anesthetic is not 
sufficient. Guedel*® stated that the application 
of an electric cutting instrument to the fats of 
the body during cyclopropane-oxygen anesthesia 
will cause the fat to burn with an active flame. 
This same danger of explosion within the body 
cavities also exists with other agents as was 
illustrated by the same author in the explosion 
and rupture of a bladder during a fulguration of 
a bladder papillomata under ethylene-oxygen an- 
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esthesia. During electro-resection of the pros- 
tate in two patients under sacral anesthesia, an 
explosive gas apparently formed from the ful- 
gurated tissue and water present in the bladder, 
which was ignited by the fulgurating tip, and 
rupture of the bladder occurred.’” 


Dixon'* has found that because the heated 
body is not visibly red-hot, there is no guarantee 
of safety, as various anesthetic agents may be 
ignited. He states that the danger point begins 
at least 300° C. below visible redness. 


All motors used in operating theatres should 
be enclosed and vapor-proof. A well known manu- 
facturer stated that he would not manufacture 
such equipment until hospitals demanded this 
type of apparatus and would be willing to bear 
the increased cost of production. Such type of 
apparatus is attainable at the present time but 
the tendency is to purchase less expensive ma- 
chines. Every effort should be made to insist 
upon the production of safe equipment and hos- 
pitals should install only this type of equipment. 


Inquiry among some well known x-ray manu- 
facturers has revealed that there still exists a 
question as to the advisability of using any com- 
bustible anesthetic around the so-called “shock- 
proof” x-ray apparatus. This is a field that 
needs thorough investigation. A recent oral re- 
port included 4 fires or explosions initiated by 
x-ray machines. 


Smoking, open flames, etc., must be prohib- 
ited in the entire operating room suite, elevators, 
and recovery rooms. Anesthetizing machines and 
all flammable gases and liquids must be removed 
from the room while cauteries, motors or other 


spark-producing devices are employed. No rub-: 


ber tired stretcher should be brought into the 
operating theatre until the flow of all anesthetic 
gases is stopped. The patient’s breath remains 
a hazard for some time after anesthesia as is 
pointed out by Wardell*’ in his studies on 50 cases. 
The above case reports of fires and explosions 
occurring in patients’ rooms after operation sub- 
stantiates this investigation. 


Frequent periodic checks should be made of 
electrical equipment in the operating theatres. 
It would be advisable to have an electrical engi- 
neer make weekly rounds, replacing and repairing 
all worn parts at once. Dangerous equipment 
should be discarded. Too many disasters occur 
because of laxity in this respect. New equipment 
should not be purchased until the fire hazard is 
thoroughly considered. There should be a safe 
auxiliary lighting system available in case of an 


emergency. 
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In 1931 the Committee on Anesthesia Accidents 
and the Committee on Anesthesia Equipment of 
the American Medical Association drew up con- 
clusions and recommendations based on informa- 
tion available at that time. Their recommenda- 
tions were that the anesthetic apparatus should 
be constructed wholly of metal or other material 
that is a good conductor of electricity, so that it 
would be incapable of developing or retaining 
highly localized electrical charges.‘ Along the 
same lines Draper, Herb, Sise, Livingstone,’ 
the National Physical Laboratory in London’ 
and others have suggested methods for grounding 
anesthetic apparatus, anesthetist and operating 
table. Connell suggested the use of Electro-Re- 
sistor Cord, for high resistance intercoupling.®” 
Horton’s “intercoupler’*® has recently been pre- 
sented as a means of minimizing the risk of static 
spark. Some feel that grounding does not en- 
tirely solve the problem.’ Others feel that hu- 
midity control is not the final solution of this 
problem. This dissension opens a field for further 
investigation and recommendations. It is prob- 


‘ able that both thorough grounding and humidifi- 


cation have their places in any program of safe- 
guards. 


Hospitals or individuals should not transfer 
gases from one cylinder to another. The Bureau 
of Explosives demands that these cylinders be 
re-tested every five years, and they are so con- 
structed that they can resist certain known pres- 
sures with each gas. Each type of gas is placed 
in the correct cylinder only to a certain per cent 
of the water capacity by weight. Direct over- 
filling may occur by a novice, or not sufficient 
room be left for expansion should an increase in 
temperature occur. Any inexperienced individ- 
ual who attempts to control the pressures of gases 
in cylinders, or places gases in cylinders whose 
previous contents are unknown, runs the risk of 
a terrific explosion. Both carbon dioxid or ni- 
trogen are placed in cylinders by compressors 
lubricated with oil, and therefore this represents 
a very distinct risk if these cylinders are later 
filled with oxygen. 


There is unfortunately too much lack of indi- 
vidual interest in fire and explosion hazards. 
One should not need first hand experience in a 
disaster in order to become interested in this 
problem. Because dangerous practices have been 
observed without a disaster occurring is no guar- 
antee that the next administration will not be 
fatal to some individual. Because one of the 
earliest clinical investigators of ethylene used it 
without mishap in the presence of an open flame 
on two occasions, did not preclude the occurrence 
of an explosion when the identical procedure was 
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attempted the third time on the same patient with 
associated injury to 4 individuals.’ It behooves 
us to profit from the experiences of these earlier 
investigators some of whom have published their 
difficulties for our education. 


Summary 


We have briefly reviewed a total of 102 fires 
and explosions. Most of these were found in the 
current literature, and a few were from personal 
communications. No questionnaire was employed 
and the total count in Table I does not include 
the previously published questionnaire reports 
that are discussed. Twenty-seven deaths and 
over 48 personal injuries are in this series. The 
explosions are listed in Table I according to an- 
esthetic agents. The fact that Herb in response 


to a questionnaire dealing only with ethylene re- 
ceived unsolicited reports of 37 fires and explo- 
sions with nitrous-oxide-oxygen-ether mixtures 
with 7 deaths and 5 injuries suggests that a com- 
plete report of the incidence of explosions with 
some of these long accepted agents would be very 
illuminating. The reporting of all anesthetic 
fires and explosions should be encouraged and be 
thoroughly investigated by a group cognizant of 
all the factors involved and able to make definite 
recommendations for the avoidance of a repeti- 
tion of the disaster. 


Some hospital architects have requested a defi- 
nite series of authoritative recommendations for 
the proper construction of operating rooms to 
aid in the elimination of the fire and explosion 


Table I 
FIRES AND EXPLOSIONS 


AGENTS NUMBER CAUSE 


INJURIES DEATHS 





Spark from motor 


Pencil lamp 
Not stated 


ETHER or ETHER—O, Open flame 


Electric bulb of laryngoscope 


Turning on light 


Diathermy 
Fulgurator 


Spark from lamp socket 
Warm air from syringe 





Bronchoscope 
Diathermy 
Fluoroscope 


N:0 — O. — ETHER 


Electric plug pulled from wall 


Spirit lamp 





ETHYLENE—OXYGEN 
Open flame 
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CYCLOPROPANE—O,: Laryngoscope 
Cautery 


Unstated 





C:H.i—ACETYLENE Open flame 
Not stated 

ACETYLENE—OXYGEN Oil 
Cautery 
Static 





OXYGEN 
Open flame 
Unknown 





So-called 


Cautery 
“NITROUS—OXIDE—O.” 


Bronchoscope 





ETHYL CHLORIDE Cautery 





N:0—C:H, Static spark 


Diathermy 





MISCELLANEOUS 
HYDROGEN Open flame 
C;H.—O:.—N.0—Ether Static 
Unstated (in cylinder) 


1 





TOTAL 


48+ 27 
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hazards. There should be a thorough concerted 
investigation made by a committee composed of 
representative hospital administrators, physicists, 
chemists, hospital architects, surgeons, anes- 
thetists and physicians working with the funda- 
mental properties of anesthetic agents as well 
as members of the National Board of Fire Un- 
derwriters and representatives of the Council of 
Physical Therapy of the American Medical Asso- 
ciation and the American Hospital Association. 


The American Society of Anesthetists, Inc., 
now has a research committee which has, started 
investigating fires and explosions. Such a com- 
mittee might work in conjunction with an or- 
ganization composed of representatives of the 
above groups. A complete study of the situation 
by such a committee should be of definite value in 
hospital construction and maintenance. 


Many suggested precautions are reviewed, 
some of which require further investigation. 
Many problems have been presented. Luck- 
hardt'” suggests the investigation of ionization 
of the air by small amounts of radium in the 
room or the use of radioactive substances about 
the anesthetic machine and operating table. He 
also suggests the need for investigation by a com- 
petent physicist of the problem of catalysts per- 
haps being present and effecting certain chemical 
unions, resulting in an explosion. In this respect 
he suggests that a small piece of metal or some 
impurity that occasionally gets in these gases 
might act catalytically. Some molecule of known 
or unknown nature in the expired air of certain 
individuals (acetone, diacetic acid, beta oxybuty- 
ric acid, chemical constituents of the breath of 
uremics, etc.) may be a hazard. All constitu- 
ents of the rubber tubing and bags should be 
investigated as well as the purity of the soda 
lime. The effect of increased temperature in the 
soda lime during use should be studied. Luck- 
hardt suggests the investigation of these prob- 
lems in a search for a powerful catalyst in the 
system or the apparatus that might possibly ac- 
count for those unexplained and serious accidents 
that occur when apparently all known precau- 
tions have been taken. 


With the exception of nitrous oxide-oxygen alone 
and choloroform, the inhalation anesthetic mix- 
tures commonly employed are inflammable and 
explosive. Explosions with some of the newer 
agents, coming to the knowledge of persons not 
cognizant of the explosion risk in most inhala- 
tion anesthetics, has had the effect of disparag- 
ing some most excellent anesthetic agents. These 
explosive agents should not be abolished, as they 
have a definite field of usefulness, and their em- 
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ployment, when indicated, definitely decreases the 
morbidity and mortality rate. 


A specific technique should be developed by 
a properly qualified research committee that could 
entirely prevent disasters. As a basis for such 
recommendations there is great need for labora- 
tory investigation of this entire problem by com- 
petent physicists working in conjunction with 
physicians. Serious consideration should be given 
to the establishment of an adequate research 
fund for a thorough study of this practical prob- 
lem by highly qualified investigators. Certain 
Foundations would no doubt be willing to con- 
tribute moneys for such a study if the matter 
were properly presented to them. The solving of 
this one medical problem would be in the interest 
of the entire civilized world. 


Each individual entering an operating room 
should be thoroughly instructed and remain sub- 
consciously alert to the fire and explosion hazard. 
Surgeons should be guarded about the use of the 
cautery and electrical instruments where equally 
satisfactory methods may be obtained by other 
operative methods. Every precaution should be 
taken because the possible consequences of an 
explosion are so grave. Only by a concerted effort 
by all concerned with the functioning of a hos- 
pital can the ever present hazard to patients, 
physicians, and employees with its associated 
medicolegal as well as numerous other complica- 
tions be avoided. 
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Governor Dickinson of Michigan Signs the Group Hospitalization Bill 


Seated: Governor L. D. Dickinson of Michigan. Standing, left to right: Ralph M. Hueston, Past President of the Michi- 

gan Hospital Association; Robert G. Greve, Secretary of the Michigan Hospital Association; John R. Mannix, Director of 

the Michigan Society for Group Hospitalization; Representative Warren G. Hooper, Chairman of the Public Health Com- 

mittee of the Michigan House of Representatives; Mrs. Kate J. Hard, President of the Michigan Hospital Association; 

Senator Chester M. Howell, Chairman of the Public Health Committee of the Michigan State Senate; William J. Griffin, 

President of the Michigan Society for Group Hospitalization; and Mrs. Dora H. Stockman, Member of Michigan House of 
Representatives. 
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IT IS always difficult to assess the value in economic terms of any esthetic 
or spiritual aspect of a hospital. So with landscaping. Hospital landscap- 
ing cannot be thought of in any sense as being directly, or even indirectly, 
connected with the production of revenue. However, as difficult as it is to 
place an economic value on such an esthetic contribution to the general 
appearance of the hospital, just so easy it is to recognize the very real im- 
portance of that indefinable something known as tone, which landscaping 
will bring to the institution. 


MORE and more it is coming to be recognized that two factors are of 
great psychological importance to the patient, not only in the convalescent 
period, but in the pre-operative period when the patient is orienting himself 
to the “illness situation.” Taking the latter period, surgeons have repeat- 
edly remarked the importance of a calm, restful, secure feeling in the patient 
prior to operation. And who of us has not in times of stress felt, consciously 
or otherwise, the reassurance that resides in that complete familiarity and 
affinity with nature’s quiet moods—whether it be a setting of spring or 
summer greens, the russet tones of fall, or even the bare tree trunks and 
bushes in the snow. 


AN anbitious undertaking or tremendous landscaping project is not 
necessary to convey this mood or feeling. So wonderful is the human mind 
that it requires only a symbol to create a mood emotionally rich and far- 
reaching in its effects. A simple test, and one that occurs in every-day 
living, is the sight and contemplation of a single flower. A proper setting, 
designed subtlely to bring out richness of color, grace of line, and natural 
beauty, can be created anywhere with relatively little equipment or 
facilities. 


(THE symbol from which the mind is to create its mood of security 
and hope should suggest of all things, Life in its most positive and beautiful 
aspects—simple growing plants, symbols of the eternal vitality of nature. 


EVEN more obvious than the effect on the patient who is just being 
oriented to the “illness” situation of growing plants and of landscaping, 
is their effect on the convalescent. Recent studies in psycho-somatic med- 
icine have shown that the length of period of convalescence from both 
acute and chronic illness can be appreciably lessened where factors of emo- 
tional adjustment are considered. To create a cheering and stimulating 
situation with proper landscaping is to assist in providing that proper mood 
conducive to a pleasant and rapid convalescence. 
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A Hospital in Arabia 


C. S. G. MYLREA, M.D. 


N Friday, the third of March, 1939, there 
was opened to the public of Kuwait, 
Arabia, a new Hospital for Women, the 


realization of a dream of many years and the 
splendid fulfilment of long cherished hopes. 


The development of this important enterprise 
of the Arabian Mission takes us back to 1912 when 
the medical work for the women of Kuwait was 
started by Mrs. E. E. Calverley, M.D. In an Arab 
house in the center of the city, the women of 
Kuwait first came into contact with modern med- 
icine. The building was utterly unsuitable for 
its purpose, the helpers were ignorant, the pa- 
tients were suspicious, bigoted, and frightened, 
but, as always, the gospel of love and friendship 
triumphed. . There was no withstanding the serv- 
ice that was rendered day in, day out, and the 
women soon came to love their doctor, and to ap- 
preciate, in some measure, what she was trying 
to do for them. 


Medical Work for Women Started in Two Rooms 


In 1914 the Men’s Hospital in Kuwait came into 
existence, and on the return from furlough of 
Mr. and Mrs. Calverley in 1917, two rooms in the 
Men’s Hospital were put at the disposal of Mrs. 
Calverley for a woman’s ward. Those accommo- 
dations were, of course, a makeshift, but never- 
theless, Mrs. Calverley, assisted by Mrs. Mylrea 
and a trained nurse from India, rendered a very 
useful hospital service. 


In 1919 Mr. Calverley was able to secure suf- 
ficient funds to build a separate hospital for 
women, and in 1920 this hospital was finished. It 
was a modest building, put up very largely with 
second-hand materials bought cheaply, but it was 
a real hospital, complete with wards and an op- 
erating room, besides having quarters for a resi- 
dent nurse from India or Iraq. Those were days 
when there was still deep prejudice in the hearts 
of the women against spending a night under the 
roof of the Christian hospital and in fact it was 
many a long day before the hospital received its 
first in-patient. Its obstetrical service in those 
days was limited almost entirely to work done in 
the homes of the patients, with the sick woman on 
a dirty mattress on a dirty floor in a dirty house. 


Early Workers in the Enterprise 
Through the years following the resignation 
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of Mr. and Mrs. Calverley, the medical work for 
the women of Kuwait has been carried on by Miss 
M. C. Van Pelt, by Dr. Esther I. Barny, and now 
by Dr. Mary Allison. The work has increased 
steadily. During 1938, in-patients numbered 103, 
obstetrical cases 37, while in the dispensary no 
less than 31,672 treatments were registered. As 
an illustration of changing sentiment in Kuwait, 
it might be mentioned that towards the end of 
1938, in the absence of Dr. Mary Allison, I was in 
charge of several obstetrical cases, all of them 
in-patients. It is hard to realize that Kuwait is 
so far on the road to progress. 


With the passing of the great figure in the story 
of the Arabian Mission, Mrs. E. E. Olcott, the 
question of a suitable memorial arose. How she 
had loved the women of Arabia, worked for them, 


prayed for them! Indeed it will never be known 
how much of her time and talents and fortune 
she poured into the women’s work of the Arabian 


Mission. Surely, her memory must be perpet- 
uated in Arabia. 


And now, thanks to the generosity and devo- 
tion of one who, with characteristic unostentation, 
desires to remain anonymous, a wonderful new 
hospital for women has come into being in Ku- 
wait. The building will be an abiding monument 
to Mrs. Olcott and is in every way worthy of her 
precious memory. 


Building and Equipment 


Like all the buildings of the Arabian Mission, 
the new hospital is the product of the genius of 
its members. Designed largely by Mr. Dykstra 
and Mr. Barny, and erected by Mr. Barny and 
Mr. Pennings, it stands today as a fine example 
of what can be done by devoted and able ama- 
teurs. Concrete and steel have entered largely 
into its construction and cement blocks have been 
used instead of the usual rough shapeless local 
stone dug out in lumps from the bed of the sea 
at low water. The window frames are of English 
steel while the doors are of solid teak. The floors 
are tiled throughout and, to vary the monotony, 
different shades of tiles have been used for dif- 


HOSPITALS 








-ctor 


¢ for 


Miss 
now 
ased 
103, 
7 no 
As 
yait, 
1 of 
s in 
nem 
t is 


[ory 
the 
she 
em, 
wn 
une 
ian 
0et- 


'VO- 
ion, 
lew 
Ku- 
ent 
her 








ferent rooms. The hospital is a two-story build- 
ing with a spacious central staircase facing the 
main entrance. Airy corridors and verandahs 
connect the rooms. The Persian arches which 
carry the verandahs are truly beautiful and have 
already been copied by the Arabs in some of the 
new houses now going up. The second floor ac- 
commodations consist of the operating room, the 
delivery room, three large wards, one medium 
sized ward, and three small wards. On the first 
floor, there are the doctor’s office, two examination 
rooms, a large and airy treatment room for gen- 
eral clinical work, a large and airy dispensary, 
« large and airy waiting room, a small laboratory 
and five small wards. Throughout the building 
electric lighting and water (brackish, alas!) are 
provided. The total number of beds available 
in the new hospital is 34, not counting children’s 
beds, baby cribs, and bassinettes. 


As soon-as it was decided to build the Olcott 
Memorial Hospital, the question of furniture and 
equipment arose. After some consideration the 
Woman’s Board appropriated $2,000.00 for this 
purpose. I made a trip to the United States to 
secure the equipment, with the result that the 
building is now equipped, in addition to what was 
inherited from the old building, with the fol- 
lowing: 


Six adjustable hospital bedsteads 
Six baby cribs 

Four bassinettes 

One large steam sterilizer 

One delivery table 

Three instrument tables 

Two stools 

One irrigator stand 

One basin stand 

One dressing trolley 

One anesthetist’s table 

One portable shadowless surgical light 
One suspended ceiling surgical light 
Two portable screens—three leaf 
One weighing machine 

Twenty standard hospital bedsteads 





Brushwood, which is the fuel used by the hospital, arriving 
on camels from the desert 
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The Olcott Memorial Hospital, Kuwait, Arabia 


With the exception of the stools and the weigh- 
ing machine, all these things are on ball-bearing 
casters. The rear casters of the bedsteads are 
also provided with brakes and a very simple de- 
vice for raising the foot of the bed. 


Mention must also be made of a handsome clock 
for the operating room, presented by personal 
friends to Dr. Mary Allison. 


There remains one unfulfilled need for the hos- 
pital. It possesses no elevator and the problem 
arises from time to time of transporting a patient 
on a stretcher or on her bed from one floor to the 
other. Here is an opportunity for a special gift. 


The Olcott Memorial Hospital starts a new 
chapter in the history of Kuwait. An Arab friend 
said the other day that the hospital was, to the 
people of Kuwait, something new in the cultural 
life of the community. The idea that nothing is 
too good for people when they are ill is a principle 
that has not yet been absorbed into the conscious- 
ness of the city. 


The Ruler of Kuwait Dedicates the Hospital 


It was with mixed feelings of joy and pride and 
nervousness that the missionaries of Kuwait Sta- 
tion looked forward to the third of March. His 
Highness Shaikh Sir Ahmad al Jabr as Subah 
K.C.LE., the Ruler of Kuwait, had graciously 
promised to open the hospital officially and this 
was the first time in the history of Kuwait that 
any building had been opened officially. The 
European Community, including the Manager and 
Staff of the Kuwait Oil Company, had been in- 
vited and almost everyone came, the married ones 
bringing their wives. It so happened that the 
Senior British Official in the Persian Gulf area, 
Sir Trenchard Fowle, and Lady Fowle were in 
Kuwait, as were the British Government Repre- 
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sentatives. The presence of all these important 
people lent additional dignity to the occasion. 


Punctually on the stroke of 4 p. m. His High- 
ness the Shaikh drove up to the main entrance 
of the hospital, accompanied by an armed guard. 
The Europeans were waiting on the verandah to 
receive him, and the Shaikh was escorted to the 
main door. The key of the hospital, to which was 
attached a long streamer of red and white rib- 
bons—red and white are the Kuwait colors—on 
which was embroidered the word “Kuwait,” was 
handed to him. 


As the Shaikh placed the key in the door, he 
said very clearly, “In the name of God, the Mer- 
ciful, the Compassionate” and added several beau- 
tiful phrases dedicating the hospital to the serv- 
ice of the people of Kuwait. After the dedication 
ceremony the Shaikh was conducted around the 
building accompanied by the missionaries and the 
European guests. The Shaikh was delighted with 
the gleaming sterilbrite furniture in the operating 
room while the shadowless Operay lamp inter- 
ested him very greatly. He was deeply impressed 
with the bassinetts and baby cribs which looked 
positively alluring in their dainty array of bed- 
ding—the work of the hands of Miss M. C. Van 
Pelt. 


When every nook and corner had been visited, 


the Shaikh was taken to the main waiting room 
which had been specially furnished and decorated 
for the day and there the Shaikh took tea with the 
party. While the tea was in progress the writer 
took the opportunity to address the Shaikh, tell- 
ing him as briefly as possible that the Hospital 
was to be a memorial to a remarkable lady who, 
during her lifetime, had done so much for the 
women of Arabia. He then went on to speak of 
the generous donor who had made the building 
possible. Finally, he thanked the Shaikh for hon- 
oring the occasion with his presence, and assur- 
ing him of the sincere pleasure it had given every- 
one to know and feel that his good wishes were 
with the hospital. The address was repeated in 
English for the benefit of those who did not un- 
derstand Arabic. 


This ended the proceedings and the Shaikh 
soon afterwards rose to take his leave. Every- 
one assembled on the steps of the main entrance 
to see him drive away. 


It had been a wonderful day in every way. A 
perfect day too, as far as the weather was con- 
cerned, with bright, clear, cloudless sunshine and 
no wind. In the history of the Arabian Mission 
it will be recorded as the day that the Olcott 
Memorial Hospital began its career. 
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Useful Gadgets for the Pharmacy 


The two simple home-made gadgets illustrated 
have proven very useful at the Receiving Hospi- 
tal, Detroit, Michigan. 


The one block is cut to fit various slide pill 
boxes, and the other is cut to fit covers of telescope 
pill boxes in order that directions may be written 
and stamped on the boxes with greater ease. 
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Dr. D. M. Morrill, medical superintendent of 
the Receiving Hospital, advises that these gadgets 
have been in use in their pharmacy for many 
years, and they are extremely convenient and 
great time and temper savers. 


~ If some home-made device has solved a problem 
for you, pass it on by sending it in for the Gadget 
Exhibit at the Toronto Convention. 
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Principal Problems of the Small Hospital 


LEON S. LIPPINCOTT, M.D. 


within the jurisdiction of this Conference of 

the Mississippi State Hospital Association 
may be classed as small, and many of them have 
less than fifty beds. In the Association member- 
ship of seventy hospitals, only four have more 
than 100 beds and two of these are state mental 
hospitals. So it seems reasonable to think that in 
discussing the problems of the “small hospital,” 
we must think of problems common to many of 
us. And these problems are as broad as they are 
numerous. 


Prsienin almost all of the hospitals included 


Attaining the Foremost Objective of Our 
Hospitals 


The first and foremost objective of every hos- 
pital is the efficient care of sick and injured peo- 
ple. This requires well-trained, interested, and 
loyal personnel in every phase of hospital man- 
agement. The doctors must be capable, nurses 
must know how to care for patients, and the su- 
perintendent must understand hospital adminis- 
tration. Nearly everyone who has any duties to 
perform in a hospital must be somewhat of a 
specialist in his particular line and all depart- 
ments must be ready, day or night, week after 
week, and month after month, to function 
smoothly, whether a few beds are occupied or the 
hospital is crowded to more than capacity. 


The hospital differs from the average commer- 
cial or industrial endeavor in that it cannot just 
put an advertisement in the paper or go out and 
hire workers as needed. It must have its em- 
ployees on hand and ready. 


Possibly some hospitals in the past have not 
always realized the necessity for such efficiency 
and for keeping up with the constant advances 
and improvements until they have suddenly 
awakened to the fact that patients from the ter- 
ritory they formerly served are going elsewhere. 
People know more about medicine and hospitals 
than they did formerly. They know what real 
service and attention and sympathetic under- 
standing and businesslike methods mean. Paved 
roads and better transportation facilities make it 
easy to go where they receive the most for their 
money and they go there. 


The small hospital may be like some country 
doctors, who finished their education with gradua- 





Presented at the Mississippi State Hospital Association, Gulf- 
port, May, 1939. 
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tion from medical school, who never read medical 
journals, who never buy books, who never attend 
medical meetings and the instruments and equip- 
ment they possess were purchased when they be- 
gan to practice. They think everything new 
which they do not understand is of no value, and 
use as an excuse for not doing as other doctors do 
that they live in the country. They are to be pitied, 
for their once lucrative practices gradually dwin- 
dle. They blame the city doctor who gives better 
service and because of it gets better results. They 
become cynical, and in later years, when they 
should be leaders in their profession they are 
failures. 


The country doctor can do just as much for his 
patients as the city doctor, perhaps more, because 
he is closer to them and understands them bet- 
ter. Such laboratory and consultant services as 
are necessary, are available at no great distance 
if he will use them. He can read and attend medi- 
cal meetings and maintain attractive offices and 
up-to-date equipment just as well in the country 
as in the city. His patients will stay with him if 
they know they are getting service. So it is with 
the hospital in a rural community; it must give 
service comparable to hospitals in urban centers. 


The Administrator in the Small Hospital 


In my observation of small hospitals, one of the 
greatest weaknesses is poor administration. It is 
encouraging to note that a definite effort is being 
made throughout the country to call attention to 
the necessity of a trained administrator if a hos- 
pital is to accomplish its real purpose. Too many 
hospitals expect a registered nurse, with no ex- 
perience other than nursing, to take over all the 
administrative duties in a hospital. The hospi- 
tals apparently take the attitude that because a 
nurse has been trained in a hospital, she knows 
everything there is to know about every depart- 
ment of a hospital. She is asked to be superin- 
tendent or administrator of the hospital, book- 
keeper, superintendent of nurses, buyer, operat- ° 
ing room supervisor, anesthetist, dietitian, record 
librarian and to carry on various other duties 
when not busy. The nurse, looking for a job, and 
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pleased and proud to think she is considered ca- 
pable, accepts the position offered. Of course, she 
could not carry on all of the various activities effi- 
ciently even if she were trained for them. She 
would not have time. 


Probably the reason one woman is asked to do 
so much is that the trustees feel that they can- 
not afford more than one person whose salary 
must be charged to “overhead,” and probably they 
cannot under the system set up. They do not 
realize, as repeated experience has shown, that an 
able and trained administrator would be able to 
more than return his cost and would actually save 
money as well as bring more patients to the hos- 
pital. Incidentally the nurse who was formerly 
called upon to try to do everything will be able to 
carry on in her own field for which she was 
trained. 


The Medical Staff in the Small Hospital 


In the small hospital, an organized medical staff 
may be a problem but it is not insurmountable, 
in most instances. There are exceptions. In one 
hospital, to my knowledge, one man furnished 
much of the money for buildings and equipment 
and provides generously for its maintenance. Some 
one once told him not to permit a medical staff 
organization, warning him that the doctors would 
take over everything. He believed it, and through 
the years he has prevented staff organization with 
threats to withhold support. The hospital could 
be approved but for the fact that it has no or- 
ganized staff. 


Usually, however, it is not difficult to organize 
the staff and adopt by-laws governing the profes- 
sional services, and have all members sign and 
agree to live up to them. The problem is to hold 
regular staff meetings of sufficient interest to in- 
sure attendance. If a comprehensive review of 
the work of the hospital is made each month, if 
staff doctors present summaries of interesting 
cases, and, if perhaps a dinner is served, it is not 
difficult to get the staff to attend. The one essen- 
tial to successful staff meetings is a definite pre- 
pared program presented by staff members them- 
selves. The staff meeting is not the place for 
lengthy scientific papers by strangers. 


Patients’ Records in the Small Hospital 


Perhaps every small hospital at some time has 
trouble in obtaining complete case records, espe- 
cially when there are no interns and the doctors 
themselves have to write up their own findings. 
Even now, all doctors will not admit the neces- 
sity of complete records although the number be- 
comes less every year. The pompous doctor who 
says he can remember all about his patients with- 
out. writing it down is getting rare. Not many 
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years ago a physician superintendent of a large 
charity hospital stated that most records othe: 
than identification data and dates of admission 
and discharge were all unnecessary. However, 
shortly after, he decided the hospital should be 
approved and complete records became an imme- 
diate requirement of staff membership. Inci- 
dentally the hospital was not only approved but 
accepted for residencies. 


The staff itself can do more to secure good rec- 
ords than all of the efforts and begging of a swee: 
little record clerk who cannot talk back to the big 
doctor or publicly express her sentiments. Rec- 
ords should be discussed at every staff meeting 
and delinquencies reported regularly. Staff mem- 
bership is in the hands of the staff. If a member 
persistently refuses to conform to the rules, he 
should be dismissed. 


The Laboratory Services 


Always among small hospital problems recurs 
the laboratory services. “We are too small.” “We 
cannot afford to employ full time trained men.” 
Again, this problem is becoming of less signifi- 
cance from year to year. Hospitals now have 
minimum to adequate x-ray equipment. If there 
is not a roentgenologist on the staff, usually some 
member is especially interested and informs him- 
self sufficient for routine interpretation and treat- 
ment. Usually also there is available at no great 
distance a consultant who can give advice in dif- 
ficult and unusual cases. 


At present, the majority of small hospitals say 


that they cannot afford full time clinical labora- 


tory directors. Perhaps the fact that the clinical 
pathologists and pathologists are just now begin- 
ning to be generally recognized as medical con- 
sultants rather than as laboratory technicians 
may have something to do with this attitude. In 
the old days the doctor occasionally carried speci- 
mens to someone in the back room of a drug 
store, taking the attitude that that man would 
make the examination without charge because of 
interest and because of the honor of being noticed 
by the doctor. Then came the technician, after 
a course of six weeks in some laboratory, ready 
to do anything and everything as well as inter- 
pret all findings. They worked cheaply—and often 
the salary paid was too much. With the setting 
up of the Registry of Medical Technologists by 
the American Society of Clinical Pathologists, 
there has been a gradual change. Technicians or 
medical technologists as they are now called, after 
having approved courses and after passing com- 
prehensive examinations on all branches of clini- 
cal laboratory technic, are now fitted to do good 
and informative work. However, they are not 
doctors and are not expected or allowed to make 
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diagnoses, if they are to maintain their standing 
with the registry. Even small hospitals can afford 
such technical assistance and part time supervi- 
sion by a clinical pathologist located nearby. 


Tissue examinations offer somewhat more of a 
problem but with good transportation facilities, 
arrangements can be made with a pathologist at 
no great distance to make the examinations. In 
spite of the fact that some surgeons still main- 
tain that examination of all tissues removed at 
eperation is unnecessary and that a good surgeon 
can recognize pathological conditions from the 
gTroOss appearance, examination by a pathologist is 
generally accepted as of real importance and in 
the years to come will be required of all hospitals 
that wish to be considered as efficient. 


Dietary Service 


No discussion of small hospital problems would 
be complete without mentioning the steward— 
dietitian relationship, which, to put it mildly, is 
often strained. Perhaps if the hospital is small 
enough, the two positions could be combined. 
Where there must be two departments, probably 
the more definite standardization there can be the 
less friction there will be. 


Nursing Service in Small Hospitals 


Nurses’ training schools are problems in many 
small hospitals. Unless an approved curriculum 
can be followed in practice as well as on paper 
and unless a varied practical experience can be 
furnished, training of student nurses should not 
be attempted. An organized faculty that will 
function regularly is necessary. One superin- 
tendent of nurses cannot teach all subjects. It 
is not fair to an unsuspecting young woman to 


take her into a hospital as a student, expecting 
to receive training to give her a life profession, 
unless when she graduates she is eligible for reg- 
istration and reciprocity wherever she may desire 
to practice. 


Incidentally, aside from the fact that better 
nursing service is furnished to patients, it has 
been shown that it is financially to the advan- 
tage of the small hospital to employ graduate 
nurses rather than to attempt to conduct a train- 
ing school. 


Business Management 


Unfortunately, comparatively few small hospi- 
tals actually know accurately what they are doing 
professionally or financially. Anyone who has ever 
attempted to gather comparable statistics from 
a group of hospitals will have been astounded at 
the information or lack of information received. 
Per diem costs, depreciation, profit and loss, total 
hospital days, average hospital census, average 
days’ stay per patient, classification of patients by 
diagnosis and results of treatment, are unknown 
or guessed at. 


When a hospital superintendent reports a per 
diem cost of 214 cents and when questioned an- 
swers that a mistake was made—that the cost 
actually was 234, cents, there is something wrong. 
Hospital accounting requires more than a check 
book. The fact that the check book shows a small 
balance at the end of the year does not mean that 
the hospital made money. 


Each year new problems confront the trustees 
of the small hospitals just as they do every en- 
terprise. But meeting problems and solving them 
makes for progress. 





Dr. Brugler Goes to University Hospitals, Cleveland 





G. W. Brugler, M.D. 


July, 1939 


Dr. R. H. Bishop, Jr., announces the appoint- 
ment of Dr. G. W. Brugler as assistant to the 
director of the University Hospitals of Cleveland, 
Ohio, to succeed John R. Mannix, who resigned to 
accept the directorship of the Michigan Society 
for Group Hospitalization, Detroit. 

Dr. Brugler was graduated from Ohio Univer- 
sity in 1929 and from Western Reserve Univer- 
sity School of Medicine in 1933. He served an in- 
ternship at Emory University Hospital, Atlanta, 
Georgia, from 1933 to 1934, and acted as assistant 
resident, chief resident physician, and Hitchcock 
Fellow in Medicine at the University Hospital, 
Baltimore, Maryland, from 1934 to 1937. 

Prior to his appointment in Cleveland Dr. 
Brugler was connected with the State Hospital 
in Columbus, Ohio, in an administrative capacity. ° 
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Dedication of Memorial Hospital 


S. S. GOLDWATER, M.D. 


tion is confined to the important function of 

immediate medical relief. Others are also 
research and educational centers; Memorial Hos- 
pital, New York City, clearly belongs in this cate- 
gory. Under expert leadership, it has become an 
outstanding institution in its class in this great 
city, which is destined, it seems to me, to become 
the medical metropolis of the world. 


S i hospitals are just hospitals; their atten- 


Theoretically, by means of effective treatment, 
hospitals diminish the volume of illness in a com- 
munity and therefore, as hospital facilities in- 
crease, one would naturally expect the number of 
sick to diminish; practically, the better the hos- 
pital the greater the volume of recognized illness, 
for experience has shown that hospital improve- 
ment intensifies the consciousness of disease and 
increases the demand for hospital service. As a 
consequence of the expansion and improvement 
of the facilities of the Memorial Hospital, it may 
be predicted that there will be less fatal cancer, 
but far more treatment of cancer and of related 
diseases. 


The Undertaking of Progressive Hospitals 


No one who studies the history of the Memorial 
Hospital will be disposed to question the necessity 
or the value of a vital hospital service, but im- 
portant as they are, hospitals represent only one 
part of the efforts of society to combat disease. 
Hospitals were formerly believed to have func- 
tions distinct from those of health departments: 
the one treated disease, the other prevented it. 
It was upon this theory that New York City estab- 
lished separate municipal departments of health 
and hospitals. Progressive hospitals nowadays 
undertake to prevent, as well as to treat disease, 
and at the same time public health officers are in- 
creasingly thinking in terms of treatment, and 
are organizing or striving to organize their work 
accordingly. 


Fifty Years of Progress in Public Health 


It is interesting to trace the progress of public 
health during the past fifty years. At the begin- 
ning of this period, public health administration 
was chiefly occupied with attacks upon specific 
environmental dangers affecting masses of people. 
What was feared most was the spread of deadly 
epidemic diseases through the pollution of air, of 
water, of food, and of objects with which the 
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sick had contact and which were believed to har- 
bor the germs of disease. The isolation of persons 
suffering from contagious diseases was and is a 
typical protective public health measure designed 
to combat mass infection. 


In the course of time, the more common forms 
of contagious disease were brought under reason- 
ably satisfactory control, and health officers began 
to look around for new means of reducing the 
death rate and the frequency of illness. Vital 
statistics, the health officer’s principal guide to 
danger zones, were more extensively employed 
and more intensively analyzed. Continued study 
of the causes of disease and of untimely deaths 
gradually brought about the development of a 
new public health program in which a major role 
was assigned to personal hygiene. 


Through education in personal hygiene and by 
the general use of periodic physical examinations 
it was thought that the health of the people could 
be raised to a much higher plane. A period of 
extreme optimism was followed by one of keen 
disappointment, for poverty and ignorance per- 
sisted, and associated with them were medical 
neglect, malnutrition, and other factors beyond 
control by individual effort. Personal hygiene 
was not enough. Once more public health officers 
turned their attention to potent environmental 
factors in health and disease. Convinced that a 
majority of the people could not independently 
provide themselves with adequate safeguards to 
health, conscientious public health officers under- 
took to formulate social programs designed to in- 
sure not only the protection of life in a negative 
sense, but its positive enrichment. 


Public Health Activities of Today 


Today public health administration is question- 
ing every form of disease, physical and mental; 
its thought is not limited to the modest possibili- 
ties of the clinic, the classroom, or the health 
leaflet or poster; it demands complete medical 
service and plans widespread popular education 
in hygiene as a matter of course, but these activi- 
ties have been reduced to minor rank in a larger 
and more significant program. Public health ad- 
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ministration now aims to control all environ- 
mental factors which affect health. The stupen- 
cous task which it appears to have set for itself 
is not quite frankly avowed, but this task, as I 
apprehend it, is to define and to apply through 
social administration a physiologically sound 
standard of living. Public health administration 
proposes, in effect, a benevolent dictatorship in 
the name of health, thus applying in a drastic 
and wholly unexpected form, the familiar saying 
that the public health is a concern of government. 


It remains to be seen whether a promise of 
health, long life, and happiness on these terms 


will commend itself to the American people; but 
whether or not the state is eventually conquered 
by public health administrators, society will al- 
ways be concerned with diseases which play the 
most important roles in mortality statistics, for 
we do not wish to die untimely deaths. Today 
cancer stalks among us, an ever-present danger. 
Hence all our support should be given to such an 
institution as the Memorial Hospital, which is so 
well organized and equipped to attack this ap- 
palling menace from every angle. As the Mayor’s 
representative, I commend your splendid erter- 
prise and wish you Godspeed. 





ospital Film Shown at San Francisco Fair 

“Behind the Scenes in a Modern Hospital,” a 
technicolor picture produced by George U. Wood, 
Administrator of Peralta Hospital, Oakland, Cal- 
ifornia, was shown at four performances to the 
public on Treasure Island, as a special concluding 
feature of the National Hospital Day program, 
sponsored by the Associations of Celifornia and 
Western Hospitals. 


Two performances were given in the Audi- 
torium of the Hall of Science during the afternoon 
and two in the evening, each performance lasting 
thirty-five minutes. On each occasion the audi- 
torium was packed by an interesting and appre- 
ciative mixed lay audience. 


The successive scenes of the film in chronolog- 
ical order show the prospective father and mother 
arriving at the hospital, the patient receiving 
physical examination upon admission, the cae- 
sarian section performed, the personal services 
furnished to the patient, and the discharge; the 
care and treatment of the newborn infant and 
general service technique and procedure. 


Over two years in the making, the film covers 
the part played by all departments of the hospital 
in caring for the prospective mother. Intricate 
close-ups were accomplished with a telephoto lens. 
The technicolor and photography represent a 
beautiful and scientific piece of photographic 
work accomplished by Mr. Wood. 


The film was made primarily to acquaint the 
personnel in each department of the hospital with 
the work done in other departments. It has been 
carefully edited for showing to public groups. The 
film has been approved by the American College 
of Surgeons, and is dedicated to the American 
College of Hospital Administrators. 


Mr. Wood has generously offered this film to 
the American Hospital Association for reproduc- 
tion and use by hospitals. 
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Hospital Librarians Meet 


The International Guild of Hospital Librarians 
will meet with the International Hospital Associa- 
tion at Toronto, September 18-24. Such subjects 
as book selection, training, service for tuberculosis 
sanatoria, and mental and orthopedic hospitals 
will be discussed during the three afternoons fol- 
lowing Tuesday, September 19, when the Chair- 
man’s report will be discussed. 


All those interested in hospital library work, as 
well as those actively engaged in it, are eligible to 
attend and cordially invited. For further infor- 
mation write to the American Hospital Associa- 
tion, 18 East Division Street, Chicago, Illinois. 


Quality Labeling 


Hospital administrators and purchasing agents 
will be interested to learn of the recent action of 
the sheet and pillow case group of the Association 
of Cotton Textile Merchants of New York in 
agreeing that sheets and pillow cases of less than 
first quality shall be labelled with one of the fol- 
lowing four terms: “Irregulars,” “Second Qual- 
ity,” “Second Selections,” or “Seconds.” 


So far as known this agreement does not as yet 
apply to sales outside of New York, but it is evi- 
dence of a realization of the need for honest la- 
belling rather than the former rather hazy “run 
of the mill” or “run of the loom.” 


Many hospitals find that the defects in the sec- 
ond grade of sheets and pillow cases have so little 
effect on their wearability that it is sound busi- 
ness to purchase them rather than the higher- 
priced first quality. If such purchasers will in- 
sist on articles labelled in accordance with the 
above agreement, it will do much to encourage the 
adoption of standard labelling on a nation-wide 
rather than on a local basis. 
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Trends in Nursing Education and Service 


E. M. LAWLER, R.N. 


controlled by the hospital with which they 

are connected, so the growth of the school 
is dependent upon the understanding and support 
of the hospital group. We find that while the up- 
ward trend is general, more advance has been 
made in some schools of nursing than in others. 


A LMOST all of our schools of nursing are 


Consider first the students admitted to our 
schools. More careful scrutiny is given to the 
applicant of today than in past years when the 
school of nursing was often considered the proper 
place for the girl who could not succeed at any- 
thing else, who was healthy and who had dis- 
played to the family doctor in some home emer- 
gency that she possessed the qualities of the “born 
nurse.” The question of educational preparation 
was stressed very little. 


Important Prerequisites to Enter a School of 
Nursing 


Today the picture is very different. The work 
of the Grading Committee, the steady pressure 
made by the National League of Nursing Educa- 
tion through its committees and publications, the 
enactment of state laws, our better understanding 
of mental hygiene, the education of the public 
concerning nursing, the creation of university 
schools—thus according academic recognition to 
the nursing school—have all worked to the same 
end. Today it is recognized that we need young 
women of sound educational preparation in our 
schools, if we are to prepare nurses who will be 
the interested and able assistants that the physi- 
cian demands in this day of constantly developing 
scientific medicine. 


Again, our best schools are investigating the 
family background, the environment, personal and 
social experiences of the prospective student and 
her reaction to community life. Certainly a school 
of nursing is no place for the student who enters 
because she does not possess the ability or is 
financially unable to do the thing she most wants 
to do. Nursing is one profession that should not 
be entered as a second or third choice. The work 
of the nurse is so responsible and brings her into 
such intimate contact with the lives of so many 
people that we cannot take the “problem child” 
into our schools. 


Dr. Esther Loring Richards in a recent address 
said: 


“Modern trends in nursing are leading into 
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fields of departmental knowledge that some- 
times seem too far removed from the issues 
of nursing care. Yet analysis of the increas- 
ing needs of this complex civilization shows 
us that nursing service calls for something 
more than the technique of handling instru- 
ments and carrying out routine orders. The 
nurse of the future will find herself poorly 
adapted to the job of institutional nursing or 
private duty nursing or public health nursing 
unless she is able to practice nursing as an 
art, and nursing as an art inevitably involves 
educational training in a study of personal re- 
lationships. Previous generations have 
thought little about fitting a person to a job, 
or life work. Education, hard work, pep, am- 
bition were considered to be the great requi- 
sites, enabling one to do anything he wanted 
if he tried hard enough. The present gen- 
eration is studying the matter more carefully, 
from the standpoint of trying to find out what 
a person is fitted for, rather than trying to 
make him fit something which is considered 
desirable.” 


Accredited Schools Present a Well-Organized 
Program 


And, when we have admitted the desirable stu- 
dent, what next? Our schools are steadily im- 
proving the teaching and experience they are pro- 
viding and again they have been aided by the 
work of the League through its publications, in- 
cluding the Curriculum Guide. 


Accredited schools today present a well-organ- 


- ized program which improves steadily every year. 


No longer, for example, in a well-organized school, 
is the time spent in surgery dependent upon the 
size of that service and the number of nurses 
needed there, but regulated by the need for that 
experience as a part of the whole. We find a closer 
correlation between theory and practice. We find 
more and more of our teaching being done at the 
bedside by ward teachers and supervisors. We find 
bedside clinics being conducted in each branch of 
medicine by the physicians of that division so 
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that the student nurses may become more familiar 
with that particular illness and thus be prepared 
to render more thoughtful and competent care. 
We find our schools providing not only the intro- 
duction to medical, surgical, obstetrical and pedi- 
atric nursing, but also including ophthalmology, 
psychiatry and public health. 


Psychiatry and Public Health Valuable Additions 
to Curricula 


Psychiatry and public health are not yet in- 
cluded in the curricula of all schools, but both, as 
| see it, are important. The experience in the 
irst is most valuable, for it opens up to the stu- 
dent a new understanding and appreciation of per- 
sonal situations that make her a better nurse and 
«a more understanding person, not only in regard 
to her patients, but also to herself, and in the in- 
creasing complexity of life today that is a great 


asset. 


With the steadily increasing demand for nurses 
for the public health field, it is necessary for our 
schools to provide introduction to this branch as 
a part of the basic course. One criticism of our 
schools for years has been that we were prepar- 
ing nurses to take care of sick people in hospitals, 
but giving them no knowledge of the conditions 
that brought about the illness, and that the nurses 
went out from the school unprepared to meet the 
conditions in the homes. They could take care of 
sick people, but could not help them to keep well. 
We believe that the efforts being made in our 
schools now to make our students “public health 
conscious” will develop a nurse with not only a 
more intelligent approach to every nursing situa- 
tion, but with a realization and understanding of 
the demands of public health nursing so that they 
will have received the foundation for further 
preparation for that field. 


Adjusting Student Routine to Meet New 
Conditions 


It is of course understood by this group that 
this steady growth in instruction and supervised 
practice could not have been made without a 
change in hours of duty, working conditions, and 
may I add, living accommodations. To be sure, 
few schools have reached the desired goal with 
regard to hours, but there has been a steady im- 
provement and the forty-eight-hour week is be- 
coming an accepted thing. 


I have said that we were providing more teach- 
ing and ward supervision for our students and 
this brings up another question, namely, the de- 
mand for nurses competent to fill these positions. 
Opportunities are available in our different uni- 
versities and colleges for study to this’ end, and 


July, 1939 


many nurses take advantage of them, but not in 
sufficient numbers to supply the demand. In many 
of our schools, particularly the larger ones, we 
find programs of staff education being developed. 
By lecture, conference and discussion groups, an 
attempt is made to acquaint the graduate staff 
with the set-up and operation of every depart- 
ment of the hospital, with the responsibilities and 
opportunities of the head nurse, with the plan and 
routine of the teaching of the students, of the 
problem of assigning duties and evaluating re- 
sults, with insistence on the value of study, in- 
vestigation, research, if you will, all to the end 
that the students may be better taught, the pa- 
tient better nursed, the physicians better pleased, 
and the hospital more acceptably conducted. 


The Graduate General Staff Nurse 


The hospital with which I am associated was, 
I believe, one of the first to use the graduate nurse 
in the capacity of a general staff nurse. We ap- 
pointed our first in 1924, and have at the present 
time 160. At first the position of general staff 
nurse did not seem to interest the nurses; they 
felt that they would retain the status of students. 
Then came the depression and the demand for 
special nurses lessened and the position that was 
scorned before became desirable. Again some hos- 
pitals closed their schools of nursing and estab- 
lished a graduate staff to take care of the pa- 
tients, and steadily the demand grew, and more 
and more nurses took up this work, till now there 
are few hospitals without a general duty staff. 


From the point of view of the director of nurs- — 
ing, it was a great advance. No school should ad- 
mit more students than can be given the desira- 
ble distribution of experience in the different 
branches, and few hospitals today hold that all the 
nursing load should be carried by pupils with a 
minimum of graduate head nurses, though that 
was once an accepted theory. 


The presence of the graduate ward nurse allows 
the director to distribute the students with re- 
gard to their training and experience and with- 
out thought of the nursing needs of the hospital, 
for the graduate is available to help carry the 
nursing load of the ward and bring her knowledge 
and experience to the task, thus providing for the 
patient more expert nursing care. It is true that 
this group needs direction and supervision and 
particularly when they come from many different 
schools a program of orientation and introduction 
to hospital routines must be carried out. Then, 
though it is a much more stable group than a few 
years ago, yet as from this group we select our 
head nurses, it is constantly changing and adds 
much to the burden of the one who is responsible. 
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Subsidiary Workers 


Since the coming of the general duty nurse, the 
hospitals are employing more subsidiary workers 
of different kinds, for obviously a larger number 
of graduates provides for the direction and su- 
pervision of such a group. They exist in our hos- 
pitals under different names, with different duties 
and with different relationships to the nursing 
staff; but the thought is always the same. To 
utilize a less expensive person to assist in the care 
of the ward and patient so that the nurse may 
concentrate on the nursing care. We have ward 
clerks who assist with record keeping, charting, 
reception of visitors, telephones, flowers, and so 
on; helpers who care for ward appliances and 
equipment, make empty beds, assist with con- 
valescent patients; attendants who have had some 
experience and may be helpful in the care of help- 
less and dependent patients and those needing 
custodial care. 


Needless to say, these workers add to our prob- 
lems, for nurses must be made keenly alive to 
their responsibility as regards the supervision and 
direction of them. I believe that we will continue 
to increase the numbers of these workers, but it 
can only be done safely under the direction of 
nurses with experience and judgment who appre- 
ciate the type and value of the service that can 
be expected. 


That we have been slow to take advantage of 
subsidiary workers has been due, I believe, to our 
feeling that anything done for the patient must 
be done by the nurse, and that no fixed rule can 
be made as to just what this helper can do, for it 
always depends on the particular patients and cir- 


cumstance. Also, it is obviously easier to use 
these workers to better advantage in a hospital 
without a school of nursing and where the work 
is under the direction of graduate nurses only, for 
we must not create in the mind of the student 
nurse the idea that any task performed for the 
patient might not be the responsibility and duty 
of the nurse, and she should not always expect 
this assistance. 


Results in Terms of Service 


And, now, what of service? I need only em- 
phasize that that must be considered with every 
step in the development of an advancing educa- 
tional program, for if the service rendered is not 
adequate then the school is not a good one, and 
students receive false ideas of nursing care. 


The directors of our hospital schools of nursing 
have this dual responsibility of the education of 
the nurse and the care of the patient, and in the 
old days, if she satisfied one she was criticized by 
the other, was indeed lucky if she was not in the 
black books of both groups. I know whereof I 
speak, for I have lived through that experience— 
one group demanding more hours of teaching— 
the doctors insisting that the nurses had too many 
classes already. The advent of the general duty 
nurse changed the situation, and the development 
has been most interesting to watch. 


The progress in nursing education must keep 
step with improved nursing service, else we are 
failing in our task, which is to provide our nurses 
with the education and preparation which will en- 
able them to measure up to all demands, in all 
situations, in such a way that they will be termed 
good nurses in the fullest sense of the word. 
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Bryce L. Twitty Heads Group Hospital Service of Texas, Inc. 


Bryce L. Twitty, superintendent of the Baylor 
University Hospital, Dallas, Texas, has been given 
an indefinite leave of absence by his Board of 
Trustees, effective July 1, for the purpose of 
organizing Group Hospital Service of Texas, Inc. 


The Texas Hospital Association, Incorporated, 
has jointly endorsed group hospital service in 
Texas. The City of Dallas has underwritten 
$25,000, and additional funds will be provided to 
finance the Group Hospital Service organization. 
This new organization is exceptionally fortunate 
in securing a director who has had the experience 
in managing a hospital service plan almost from 
the time such plans were first organized in the 
United States. 


Mr. Twitty has been superintendent of Baylor 
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University Hospital, one of the leading hospitals 
in Texas, for many years. During his tenure of 
office the institution has received the sum of 
$750,000.00 in endowments; a large new unit has 
been constructed; and the average daily census of 
patients in the hospital has been increased by 
more than one hundred. 


Mr. Twitty is just completing his year as presi- 
dent of the American Protestant Hospital 
Association. 


The medical profession of Dallas honored Mr. 
Twitty on the eve of his temporary retirement 
as superintendent of Baylor University Hospital. 
The Board of Trustees of Baylor, in granting him 
an indefinite leave of absence, paid him a rare 
compliment in appropriate resolutions. 
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Minutes of the Meeting of the Board of Trustees 


of the American Hospital Association 


Chicago, Illinois, June 3, 1939 


the American Hospital Association was 

held at 10 a. m. on Saturday, June 3, 1939, 
at the Headquarters Building, 18 East Division 
Street, Chicago, Illinois. 


4 MEETING of the Board of Trustees of 


PRESENT: 
G. Harvey Agnew, M.D., Chairman 
Fred G. Carter, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
Peter D. Ward, M.D. 
Christopher G, Parnall, M.D. 
Asa 8. Bacon 
Frank J. Walter 
Ellard L. Slack 
Donald C. Smelzer, M.D. 
Ada Belle McCleery, R.N. 


Trustee W. S. Rankin, M.D., was unable to at- 
tend because of other commitments. Trustee 
Henry M. Pollock, M.D., was prevented from at- 
tending the meeting of the Board because of 
illness. 


The Board was called to order by the President 
of the Association, Dr. G. Harvey Agnew. The 
Assistant Secretary of the Association, Arnold 
F. Emch, Ph.D., was presented to the Board, and 
it was unanimously 


VoTED: That the appointment of Dr. Emch 
as Assistant Secretary be ratified by the Board 
of Trustees. 


The minutes of the meeting of the Board of 
Trustees on February 11, 1939, were submitted 
and it was 


VoTED: That these minutes be approved. 


The Board next considered the question of con- 
tinuing publication of the Transactions in their 
present form. The Executive Secretary reported 
that a poll of the Editorial Board indicated the 
majority favors discontinuing the discussions and 
papers which subsequently are printed in HOS- 
PITALS. Some are strong in the opinion the 
Transactions should be continued in their present 
form. After discussion it was 


VoTED: That the Transactions be published 
in two volumes—the first to be devoted to the 
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scientific phases of the Association work, i. e., 
Council and Committee reports and scientific 
papers presented at the Convention (these pa- 
pers to be edited and abstracted) ; the second, 
the official proceedings as incorporated in Sec- 
tions 1 and 4 of the present Transactions. 


Consideration was given the offer of Mrs. 
Francis F. Prentiss to donate a medal, to be 
known as “The Francis F. Prentiss Award for 
Meritorious Achievement,” to be awarded by the 


Association. After an extended discussion the 
Board 
VoTED: That inasmuch as the American 


Hospital Association had already taken action 
providing for an award of merit at its meeting 
ou February 11, 1939, it is not in a position to 
accept Mrs. Prentiss’ kind offer. 


The President was instructed to write Mrs. 
Prentiss, advising her of the previous action of 
the Board of Trustees, and declining her courte- 
ous offer. 


There was discussion of policies to be followed 
in making the American Hospital Association 
award: How many awards are to be given each 
year? Is the award to be given to one who has 
reached the retirement age, or to one who is in 
the midst of his accomplishments? Is it to be for 
achievements during any particular year? Is it in 
recognition of work closely associated with the 
Association, or for work in the entire hospital 
field? It was 


VOTED: That the consensus of this discussion 
be passed to the chairman of the Committee on 
Award, and the Committee’s report when re- 
ceived by the Board be voted upon by mail 
ballot. 


The Executive Secretary reported he had at- 
tended a conference between the manufacturers 
of anesthetic gases and the officers of the New 
York, New Jersey, and the New England Hospi- 
tal Associations. As a result of this conference it 
is felt a better understanding has been reached 
between the gas companies and the hospitals, and 
with the probable result that there will be a sta- 
bilizing of gas prices somewhat under those now 
prevailing. 
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The Executive Secretary read a letter from Dr. 
Pollock presenting a request from Dr. Wilmar M. 
Allen that the American Hospital Association 
help sponsor research by the Massachusetts In- 
stitute of Technology into the causes of anesthetic 
gas explosions. Discussion followed, and it was 


VOTED: That the American Hospital Asso- 
ciation help to sponsor the study and partici- 
pate in financing the study to the extent of 
$500 a year for two years. Further, that the 
project as it now stands be referred to the 
Council on Hospital Planning and Plant Opera- 
tion. 


Dr. Agnew reported that the Carnegie Founda- 
tion has withdrawn its support from the Study 
of Nursing Costs and Nursing Education. The 
Coordinating Committee feels that the first draft 
of the report of the Study as presented to them 
is too technical and needs considerable revision. 
The Executive Secretary reported that as of June 
first, $315.05 remains of the $2,000 fund which 
the Association agreed to underwrite for the pur- 
pose of this Study. 


The President next presented a communication 
from Miss Regina Kaplan, requesting that better 
‘provisions be made for the representation of 
women administrators of hospitals in the Asso- 
ciation on the programs of the annual convention. 
The Board, in discussing Miss Kaplan’s communi- 
cation, suggested the possibility of forming a 
section composed of women hospital administra- 
tors. The Executive Secretary was instructed to 
correspond with Miss Kaplan for the purpose of 
securing more detailed information relative to 
Miss Kaplan’s suggestion. 


Dr. Agnew reported that Toronto Convention 
arrangements are proceeding satisfactorily and 
program plans are well in hand. A telegram was 
read from Dr. Michael M. Davis, stating that Sir 
Frederick Menzies will be unable to attend the 
Convention, and asking if the Board would ap- 
prove Dr. Davis’ inviting Dr. René Sand to attend 
the Convention as a guest. 


A report on the International Hospital Asso- 
ciation situation was given by Dr. Agnew, and he 
submitted the question of the American Hospital 
Association renewing its membership in the 
International Hospital Association. After an 
extended discussion, it was 


VOTED: That no further action be taken in 
respect to membership in the International 
Hospital Association. 


Monsignor M. F. Griffin presented a report of 
the hearing before the Subcommittee of the Sen- 
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ate which is conducting hearings on Public Health 
Bill $.1620. 


VOTED: That the Board of Trustees ex- 
press the willingness of the American Hospital 
Association to cooperate with the Subcom- 
mittee of the Senate Education and Labor 
Committee on the Public Health Bill, and will 
welcome invitations to participate in informal 
conferences with the members of the Sub- 
committee. 


VOTED: That through its national officers the 
Association formally convey its thanks to each 
member of the Senate Subcommittee and Sena- 
tor Wagner for the courtesy extended the Joint 
Advisory Committee on the occasion of the hear- 
ings before the Senate Committee on Education 
and Labor. It was 


VOTED: That the Board of Trustees con- 
firm the action of the Joint Advisory Commit- 
tee in Washington on June 1, 1939. 


VOTED: That the American Hospital Asso- 
ciation members on the Joint Advisory Com- 
mittee prepare an analysis of the Public Health 
Bill, together with their recommendations for 
such provisions as are to be included in the 
Bill, this for the guidance of the Trustees in 
bringing the matter to the attention of the 
House of Delegates. 


VOTED: That the Executive Secretary be 
granted authority to print the presentations 
of the three national hospital associations at 
the hearings before the Subcommittee of the 
Senate Education and Labor Committee on 
Public Health Bill 8.1620, with an introduction, 
and to reprint 10,000 copies for distribution 
among the trustees of our institutions. 


Dr. Agnew presented a report of the session 
of the Coordinating Committee on Sunday, May 
21, 1939, involving the following items: 


a) Dr. Agnew reported that the members of 
the Coordinating Committee feel that, because 
of the ever increasing work of the various Coun- 
cils, the services of a full-time secretary eventu- 
ally will be required. The consensus of opinions 
expressed by the members of the Board was that, 
in view of the appointment of Dr. Emch as Assist- 
ant Secretary, action on this suggestion be 
deferred. 


b) The Council on Hospital Service Plans has 
requested that membership in the American Hos- 
pital Association be granted automatically to the 
approved plans contributing to the fund for the 
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research program of the Council. After discus- 
sion, it was 


VOTED: That this matter be referred back 
to the Council on Hospital Service Plans, with 
the information that the Board has no consti- 
tutional authority to act along the lines sug- 
gested. 


Compliance with the request would necessitate 
an amendment to the present By-Laws, and action 
looking to the passage of this amendment could 
be initiated in the manner and form prescribed by 
the By-Laws. 


c) The Committee on Simplification and Stand- 
ardization is to be asked to condense its report 
to about fifty pages if possible. 


d) The Council on Hospital Planning and Plant 
Operation proposes to publish a manual on hos- 
pital construction, and has inquired whether a 
charge for such a manual would be permissible. 
The Board felt that while a charge for the man- 
ual would be permissible, the value of such a 
project was questionable, inasmuch as standards 
for hospital construction continually fluctuate 
and vary for different sections of the country. 
Further, the Association library has plans and 
specifications on file which. can be sent to any 
hospital contemplating a building program, and 
this material is kept up-to-date. 


e) The Coordinating Committee suggests that 
an article outlining the American Dietetic Asso- 
ciation standards might be submitted to the edi- 
tor of HOSPITALS for publication. 


As a result of a letter written to the Execu- 
tive Secretary by Dr. Prescott R. Loveland, Sec- 
retary of the Joint Committee on Professional 
Relations of the Medical Society of New Jersey 
and the New Jersey Pharmaceutical Association, 
the Coordinating Committee passed the follow- 
ing resolution: 


“It is the opinion of the Coordinating Com- 
mittee that the resolution of the Joint Com- 
mittee on Professional Relations of the Medi- 
cal Society of New Jersey and the New 
Jersey Pharmaceutical Association is timely 
and that the Trustees could, well pass a reso- 
lution against the indiscriminate and uncon- 
trolled prescribing of medicine and the giving 
of medical advice on the radio, and that such 
resolution be sent to the broadcasting com- 
panies and the Federal Communications 
Commission.” 


The Board felt that an editorial in HOSPITALS 
on this subject would be of value, and it was 
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agreed that Trustee Christopher Parnall, M.D., 
should write the editorial and draft the resolution. 


Monsignor Griffin reported the Advisory Com- 
mittee to the Social Security Board had called an 
unofficial meeting in New York of the representa- 
tives of non-profit agencies interested in the 
extension of social security. The hospitals, col- 
leges, etc., want inclusion of old age coverage, but 
not unemployment coverage. There is a definite 
possibility of separating the unemployment insur- 
ance and the annuity provisions of the Act. The 
social service groups want both old age coverage 
and unemployment coverage, while the group 
representing the clerical insurance fund want 
neither. Sources of funds to cover these provi- 
sions were discussed. This conference made no 
recommendations. An Amendment to the Social 
Security Act was introduced by Representative 
Doughton, on June 2 passed the House with only 
two negative votes, and is at present under con- 
sideration by the Finance Committee of the 
Senate. 


George U. Wood has offered the Association the 
privilege of having a copy made of his colored 
film on National Hospital Day, with the under- 
standing, of course, that no profit is to be made 
from showings of the film. The feeling of the 
Board was that the Association might well con- 
sider building up a film library, and it was 


VOTED: That the Association accept Mr. 
Wood’s offer. 


The Advisory Board for Medical Specialties is 
contemplating publication of a combined Direc- 
tory of Medical Specialists certified by the exist- 
ing Boards, and has asked that the American 
Hospital Association participate by means of an 
underwriting loan of $1,000. 


VOTED: That no action be taken. 


The Executive Secretary called attention to a 
communication received from John E. Ransom 
who is writing “A History of Hospitals in the 
United States.”” In making his research Mr. Ran- 
som has accumulated a number of old and inter- 
esting books on the history and development of 
hospitals, and he plans to acquire more literature 
of this type which probably soon will be unob- 
tainable from any source. Mr. Ransom suggests 
the possibility that he be given a grant of not 
to exceed $500 with which to purchase books 
dealing with the above subject, that he have the 
use of these books during the time he is writing 
his book, after which they would become the prop- 
erty of the Association library. Discussion fol- 
lowed, and it was 


VOTED: That Mr. Ransom’s proposal be 
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accepted, with the understanding that the 
Executive Secretary will be consulted before 
purchases are made. 


Invitations to the 1940 Convention of the Asso- 
ciation were presented from Boston, Atlantic 
City, and Minneapolis-St. Paul. After discussion, 
in courtesy to Boston the invitation from the 
Twin Cities was withdrawn. The Executive Sec- 
retary was instructed to have plans of conven- 
tion facilities in Boston and Atlantic City ready 
for presentation at Toronto. 


The Executive Secretary called the attention 
of the Board to the desirability of improvement 
for the interior of the Association’s Library 
Room. He suggested that it was necessary to 
repaint and otherwise redecorate this room every 
two years at a substantial cost each time redec- 
orating is done. The Executive Secretary recom- 
mended that the interior of this room be rehabili- 
tated, the walls and ceilings covered with some 
material, such as plyboard of suitable color, that 
would be permanent and would eliminate the 
necessity of repainting and decorating the library 
every two years. It was 


VOTED: That the Executive Secretary be 
given authority to make further study of the 
improvements for the library and secure esti- 
mates of cost, to be presented to the Board at 
a later date. 


VOTED: That the “Survey of Laundry Costs,” 
prepared by S. Frank Roach, be printed in time 
for distribution at the Toronto meeting, provid- 
ing the chairman of the Council on Hospital 


Planning and Plant Operation, Dr. Lucius Wilson, 
approves its publication. 


A letter was presented from William Butler of 
San Jose, California, suggesting that the Asso- 
ciation consider the development of old age 
security plans in the hospitals, themselves, if the 
Federal plan is not amended to include hospitals. 
The Executive Secretary reported that a study 
had been made of the problem presented by Mr. 
Butler. During the past six months proposals 
have been received from various insurance com- 
panies writing this sort of coverage, and in all 
of the plans submitted for consideration the cost 
to the individual hospital would seem prohibitive. 


The advisability of establishing a contingent 
or reserve fund was discussed, and it was 


VOTED: That five per cent of the Association’s 
income be included in the annual budget for a 
reserve fund. 


A telegram from Thomas F. Clark, Secretary 
of the Association of California Hospitals, re- 
questing that on behalf of its California members 
the American Hospital Association make a con- 
tribution to assist in proceeding in the case of 
England versus the Hospital of the Good Samari- 
tan before the California Supreme Court, was 
read. Discussion followed, and it was 


VOTED: That Trustee Ellard Slack make a 
further investigation of this request and report 
back to the Executive Secretary. 


There being no further business, the meeting 
of the Board of Trustees adjourned at 5 p. m., to 
meet in Toronto in September. 





Eighteenth Annual Scientific and Clinical 
Session of the American Congress 
of Physical Therapy 


The Eighteenth Annual Scientific and Clinical 
Session of the American Congress of Physical 
Therapy will be held September 5 to 8, 1939, at 
the Hotel Pennsylvania, New York City. 


Preceding these sessions, from August 30 to 
September 2, the Congress will conduct an in- 
tensive instruction seminar in physical therapy 
for physicians and technicians. Registration is 
limited to one hundred and is by application only. 


For information concerning seminar and pre- 
liminary program of convention proper, address 
American Congress of Physical Therapy, 30 
North Michigan Avenue, Chicago. 
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Erwin C. Pohlman New Superintendent at 
Grant Hospital, Columbus, Ohio 


Erwin C. Pohlman, Decatur and Macon County 
Hospital, Decatur, Illinois, has accepted the posi- 
tion of superintendent of the Grant Hospital, 
Columbus, Ohio, succeeding Dr. M. F. Steele who, 
recently, was appointed superintendent of Christ 
Hospital, Cincinnati. 


Previous to his going to Decatur and Macon 
County Hospital, Mr. Pohlman was assistant to 
Robert E. Neff, superintendent of the University 
of Iowa Hospitals, Iowa City, Iowa. 


Mr. Pohlman has been very prominent in the 
activities of both the American Hospital Associa- 
tion and the Iowa Hospital Association. 
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Training of Hospital Executives at the Chicago 
Institute for Hospital Administrators 


most indispensable, and certainly the larg- 

est, single block of social agencies in this 
country and Canada, for in 1938 there were more 
than 7,000 of these basic social institutions en- 
gaged in that most vital of all businesses—the 
preservation of life and health. 


frost ini today constitute perhaps the 


Consider these thousands of hospitals in a light 
of their present services and functions. It is esti- 
mated that in 1938 they received more than 
10,500,000 admissions, cared for more than 
1,000,000 births, and had a total of patient days, 
including newborn, approximating 400,000,000. 
This means that hospitals in the United States 
and Canada, last year, received a gross average 
of 29,000 patients, exclusive of newborn, ambula- 
tory and out-patients, each day, and a total gross 
average of 2,700 babies per day throughout the 
year. What do such figures mean, aside from 
the fact that about 1 out of every 13 men, women, 
and children, became a patient in some registered 
hospital last year? More particularly, what do 
such figures mean from the point of view of the 
hospitals’ task in caring for these thousands of 
patients each year? 


Hospitals as Consumers, Employers, Educators 


Such figures mean that hospitals, spending hun- 
dreds of millions of dollars for supplies each 
year, are enormous consumers of goods. Con- 
sumption on such a scale means purchasing prob- 
lems of a magnitude not frequently rivaled even in 
larger industrial organizations. 


Such figures mean that hospitals, employing 
hundreds of thousands of persons in more than 
100 categories of professional, technical, skilled 
and unskilled labor, are large users of this im- 
portant human commodity as well. Employment 


on such a scale, in institutions where smooth- 


functioning is a sine qua non, presents problems 
of personnel management requiring the best that 
knowledge and experience of good personnel prac- 
tice can offer. 


Such figures mean that hospitals, recognized as 
essential training institutions in the practice of 
medicine, nursing and the allied special tech- 
niques, are educational institutions of no second- 
ary importance in providing facilities and services 
for the advancement of medical science in all of 
its practical applications. 
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Hospital Administrators Need Factual Knewledge 
as Well as Administrative Technique 


A more detailed analysis of hospital functions 
would require consideration of such problems as 
business organization and management, public 
education and relations, !aw in its application to 
hospitals and medicine, and the manifold problems 
incident to the operation and maintenance of the 
physical plant itself. 


All this means that hospitals in modern society 
have become extremely complex organizations de- 
signed to perform a myriad of highly specialized 
tasks in relation to the preservation of life in the 
most intricate organism known to man—Man 
himself. The management of the hospital today, 
therefore, requires, as never before, not only vast 
factual knowledge in regard to its various special- 
ized services and functions, but also the ability to 
coordinate such knowledge in an integrated pat- 
tern of activity that spells complete and adequate 
modern hospital service. 


Institutes Present New Developments in 
Hospital Field 


Realizing that hospital executives have not, in 
many instances, the opportunity to acquire the 
specialized factual knowledge necessary to the 
performance of these manifold functions of a hos- 
pital, the American Hospital Association, in con- 
junction with the University of Chicago, the 
American Medical Association, the American 
College of Surgeons, and the old Chicago Hospital 
Association, sponsored and organized the first In- 
stitute for Hospital Administrators at the Uni- 
versity of Chicago in 1933. A program of lec- 
tures, seminars, and demonstrations in hospitals 
was arranged for the 163 hospital executives who 
were registrants at the first Institute. From the 
first the response has been such as to make it 
perfectly obvious that the Institute filled a real 
need both for those who are making them part of 
an initial training program for hospital adminis- 
tration and for those who wish to avail themselves 
of these Institutes as concentrated refresher 
courses, embodying the major new developments 
in the field. 


Program for the Chicago Institute 


This year the seventh of these annual! Insti- 
tutes, to be held at the University of Chicago, 
September 5 to 16, is being sponsored, as before, 
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by the American Hospital Association, in co- 
operation with the University of Chicago, the 
American College of Surgeons, the American 
Medical Association, the American College of Hos- 
pital Administrators, the Chicago Hospital Coun- 
cil, and 21 hospitals in the Chicago metropolitan 
area. 


A rich and varied program has again been 
planned by the Director of the Institute, Dr. 
Malcolm T. MacEachern, whose contributions to 
education for hospital administration are, of 
course, second to none. Among the lecturers and 
their topics are the following: 


THE ORGANIZATION OF THE HOSPITAL IN GENERAL 
G. Harvey Agnew, M.D., Toronto; President, American 
Hospital Association; Secretary, Department of Hos- 
pital Service, Canadian Medical Association 

LEGAL ASPECTS OF THE HOSPITAL 
William H. Spencer, Dean, School of Business, Uni- 
versity of Chicago 

HOSPITAL ETHICS 
Malcolm T. MacEachern, M.D., Chicago; Associate Di- 
rector, American College of Surgeons; President, Inter- 
national Hospital Association 

BASIC PRINCIPLES OF A PUBLIC RELATIONS PRO- 
GRAM 
William V. Morgenstern, Chicago; Director of Press 
Relations, University of Chicago 

HOSPITAL PERSONNEL—MANAGEMENT AND SPE- 
CIAL PROBLEMS 
James A. Hamilton, New Haven; Superintendent, New 
Haven Hospital 

MAINTENANCE OF THE PHYSICAL PLANT 


H. V. Mansfield, Nashville; Assistant Superintendent, 
Department of Buildings, Vanderbilt University 


HOSPITAL ACCOUNTING 
C. Rufus Rorem, Ph.D., C.P.A., Chicago; Director, Com- 
mission on Hospital Service, American Hospital Associa- 
tion 

THE SMALL HOSPITAL—ORGANIZATION, MANAGE- 
MENT AND SPECIAL PROBLEMS 
Charles A. Lindquist, Elgin; Superintendent, Sherman 
Hospital 

BUSINESS MANAGEMENT—BUSINESS METHODS— 
PROBLEMS OF FINANCING 
Fraser D. Mooney, M.D., C.M., Buffalo; Superintendent, 
Buffalo General Hospital 

MEDICAL STAFF ORGANIZATION — PROFESSIONAL 
RELATIONS AND PROFESSIONAL ACTIVITIES 
Peter D. Ward, M.D., St. Paul; Superintendent, Charles 
T. Miller Hospital 

ORGANIZATION, MANAGEMENT AND PROCEDURES IN 
AN OBSTETRICAL DEPARTMENT OF A GENERAL 
HOSPITAL 
Caroline V. Barrett, R.N., Montreal; Supervisor, Royal 
Victoria Montreal Maternity Hospital 

HOSPITAL INSURANCE 


C. Rufus Rorem, Ph.D., Chicago; Director, Commission 
on Hospital Service, American Hospital Association 
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ORGANIZATION AND MANAGEMENT OF THE F0op 


SERVICE 
E. M. Geraghty, Baltimore; Dietitian, Union Memorial 
Hospital 


NURSING EDUCATION AND NURSING SERVICE 
Miriam Curtis, R.N., Northampton; Superintendent, 
Cooley-Dickinson Hospital 


THE ROLE OF THE HOSPITAL IN GRADUATE MEDI- 
CAL EDUCATION 
Robin C. Buerki, M.D., Chicago; Director of Study, Com- 
mission on Graduate Medical Education 


In addition to lectures, the program of the In- 
stitute includes daily seminars, evening round 
tables, and demonstrations in 21 of the leading 
hospitals in the Chicago metropolitan area. 


Group Conferences on Special Problems 


A new feature of the program will be the in- 
clusion of optional group conferences on special 
problems, as requested by members of the Insti- 
tute. These conferences include such subjects as 
Administrative Practice, by L. C. Vonder Heidt, 
Chicago, Superintendent of West Suburban Hos- 
pital; Anesthesia, by B. B. Lennon, M.D., Chicago, 
Director of Anesthesiology, Michael Reese Hos- 
pital; Clinical Laboratory, by Josiah J. Moore, 
M.D., Chicago, Clinical Pathologist; Education 
and Training for Hospital Executives, by Ger- 
hard Hartman, Chicago, Executive Secretary, 
American College of Hospital Administrators; 
Food Service, by Beulah Hunzicker, Chicago, 
Chief Dietitian, Presbyterian Hospital; Hospital 
Planning, Construction, Air Conditioning, Main- 
tenance, Other Aspects, by William H. Walsh, 
M.D., Chicago, Hospital Consultant; Hospital Re- 
search and Statistics, by Arnold F. Emch, Ph.D., 
Chicago, Assistant Secretary, American Hospital 
Association; Hospital Standardization Problems, 
by Earle W. Williamson, M.D., Chicago, Assistant 
Director, American College of Surgeons; Intern- 
ships and Residencies, by W. D. Cutter, M.D., 
Chicago, Secretary, Council on Medical Educa- 
tion and Hospitals, American Medical Associa- 
tion; Laundry Management, R. J. Gabrielson, 
Chicago, Secretary, Institutional Laundry Man- 
agers Association of Illinois; Management of 
Communicable Diseases, by A. L. Hoyne, M.D., 
Chicago, Superintendent, Municipal Contagious 
Disease Hospital; Management of Tuberculosis, 
by Leo M. Czaja, M.D., Chicago, General Super- 
intendent, Municipal Tuberculosis Sanatorium; 
Nursing Problems, by Lenore Tobins, R.N., Chi- 
cago, Chief Nurse, Research and Educational 
Hospitals; Medical Social Service, by Eleanor G. 
Hall, Chicago, Douglas Smith Fund; Out-patient 
Department, by Babette Jennings, Chicago, Di- 
rector, Social Service and Dispensary, Children’s 
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Memorial Hospital; Oxygen Therapy by Herbert 
Barker, M.D., Chicago, Member, Medical Staff, 
Passavant Memorial Hospital; Personnel Prob- 
lems, by Arnold F. Emch, Ph.D., Chicago, Assist- 
ant Secretary, American Hospital Association; 
Physical Therapy, by John §. Coulter, M.D., Chi- 
cago, Associate Professor, Physical Therapy, 
Northwestern University; Professional Account- 
ing, by Thomas R. Ponton, M.D., Chicago, Editor, 
Hospital Management; Public Relations, by Alden 
B. Mills, Chicago, Editor, Modern Hospital; Utili- 
ties, by David Patterson, Oak Park, Chief Engi- 
neer, West Suburban Hospital; X-ray Service, by 
Maximilian Hubeny, M.D., Chicago, Director, 
X-ray Department, Cook County Hospital. 


Living Accommodations and Expenses for 
Institute Registrants 


The Institute will be held in Judson Court, in 
one of the new residence halls of the University 
of Chicago facing the Midway, and accommoda- 
tions for Institute registrants will be provided in 
that building. The rate for room and meals for 
the period of the Institution, with room available, 
the evening of September 4, will be $32.50 per 


person. Payment for these accommodations is 
not required until arrival for the Institute. 
The registration fee of $10.00 plus $2.00 to 
cover bus service to hospitals for clinical demon- 
strations should accompany the application blank. 


Certificate of Attendance 


Registrants desiring a Certificate of Attendance 
are required to be present at all morning, after- 
noon, and evening sessions, including the sessions 
on September 5 and 16, unless arrangements are 
made for special work with the permission of the 
Director of the Institute. 

There is every indication that this year’s In- 
stitute will be the best ever held from the stand- 
point of the lectures, seminars, round tables and 
demonstrations. An effort will be made this year 
to confine the total enrollment to 100. Those who 
contemplate attending the 1939 Institute should, 
therefore, make their applications at the earliest 
possible moment. Prospective registrants should 
write to Miss Agnes McCann, Secretary of the In- 
stitute for Hospital Administrators, American 
Hospital Association, 18 East Division Street, 
Chicago, for full information and application 
blanks. 
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John A. Hornsby, M. D. 


Dr. John A. Hornsby, one of the best known 
hospital administrators, died in his home in Wash- 
ington, D. C., Sunday, June 4, at the age of 80 
years. He was buried in Arlington National 
Cemetery. ‘ 


Dr. Hornsby had spent many years in the field 
of hospital administration. In his time he was a 
recognized authority on all phases of hospital ac- 
tivity. For many years he was the owner and 
editor of The Modern Hospital. He was well 
known as an author. Two of his valuable con- 
tributions to hospital literature are: “The Modern 
Hospital” and “The Small Community Hospital.” 


Dr. Hornsby was graduated from the School of 
Medicine of Washington University in 1882. He 
served as Assistant Medical Supervisor of the 
Missouri Pacific Railroad; as coroner of St. Louis 
County in 1883; as surgeon of the White Pass and 
Yukon R. R. from 1898 to 1900; and as special 
officer, U. S. Public Health Service at Nome, 
Alaska, 1900 to 1901. In 1907 Dr. Hornsby was 
appointed superintendent of Michael Reese Hos- 
pital, Chicago, and served in that capacity for 
seven years. Later he accepted the superintend- 
ency of the University of Virginia Hospital. 
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In the World’s War, Dr. Hornsby served in the 
grade of Colonel, U. S. A. He was chief inspector 
of military hospitals during this service. He re- 
turned to private life upon his retirement. 


Dr. Hornsby had a host of friends in the hos- 
pital field. He had been a life member of the 
American Hospital Association, and closely iden- 
tified with its activities since 1907. As editor, 
author, and administrator, his contributions to 
the advancement of hospitals in this country was 
of large value. The handicaps which came with 
his increasing years, limited his work but never 
eliminated his interest in the hospital field or in 
the American Hospital Association. 


Words become futile when we try to pay tribute 
to the work and worth of those who have pio- 
neered and grown old in hospital service; of those 
who have lived to see during their lifetime the 
development of a hospital system that is the 
materialization of their dreams of hospital prog- 
ress, and the fulfillment of their hopes for the 
better care of patients. Retrospection in declining 
years has its partial compensation for a person 
who lives to see the results of the good which he 
has done. 


Such a man was Dr. John Hornsby. 
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Toronto Our Convention City 


can Hospital Association returns again to 
Toronto for its annual convention. 


Toronto will also be host to the Sixth Biennial 
International Hospital Congress, whose sessions 
are to be held the week of September 19, immedi- 
ately preceding the convention of the American 
Hospital Association, which will be held Septem- 
ber 25-29. Guests attending the Congress will re- 
main for the duration of the American Hospital 
Association convention. 


i FTER a period of eight years, the Ameri- 


Meeting concurrently with the American Hos- 
pital Association are the following national or- 
ganizations: 


American Protestant Hospital Association 

American College of Hospital Administrators 

Canadian Hospital Council 

American Occupational Therapy Association 

National Association of Nurse Anesthetists 

Women’s Hospital Aids Association of On- 
tario 


Toronto is Canada’s greatest convention city. 
Due to its geographical location, combined with 
excellent convention accommodations and serv- 
ices, it numbered among the great convention 


cities of North America. Located on the north- 
ern shore of Lake Ontario, midway by rail be- 
tween New York and Chicago, Toronto serves an 
area of the United States and Canada having a 
population of 56,000,000. From either New York 
or Chicago the railway journey is just 1114 hours. 
From Cleveland, Detroit or Albany, the trip is 
made in from 6 to 8 hours. A journey lasting 
from late afternoon to breakfast time the follow- 
ing morning brings the traveler from Philadel- 
phia, Washington, or Cincinnati. Toronto is 
reached for convention attendance from a large 
area of the United States without breaking a 
business day. Railway, steamship, airplane, and 
motor coach service is of the highest class. Paved 
highways lead from all ports of entry of the 
United States. 


The following table will indicate some of the 
distances from certain cities of the United States 
to Toronto. 

From Highway 
Chicago 531 miles 11% hours 
PNCIBDAPONS 6... 665.0005 631 15 ee 
Cincinnati 14 
Detroit 
Pittsburgh 
Washington 
Philadelphia 
New York 


Railway 


St. Louis 


Hotel Accommodations in Toronto 


Toronto has excellent convention hotels. Fol- | 


lowing herewith are some of the hotels and their 
accommodations: 


Royal York Hotel 


J. Johnson, Manager 


The Royal York Hotel is the largest hotel in the 
British Empire, comprising 1,200 outside rooms, 
each with tub, shower bath and radio. The en- 
tire hotel is air conditioned. It is located just 
across the street from the Union Station. The 
following room rates have been quoted for the 
period of the American Hospital Association con- 
vention: 


Single rooms: $4.00, $4.50 and $5.00 per day 
Double rooms: $7.00 and $8.00 per day 

Rooms for three persons: $3.00 per day per person 
Rooms for four persons: $2.50 per day per person 





Royal York 
Hotel 


King Edward Hotel 
P. Kirby Hunt, Manager 


The King Edward Hotel, which is frequently 
referred to as the social and business center of 
Toronto, stands in the heart of the business, the- 
atrical and shopping district. The bus terminal 
is approximately two blocks from the hotel and 
the Canadian National and Canadian Pacific 
Union Station four blocks. 


This hotel comprises 1,000 high-ceilinged airy 
rooms, and is thoroughly modern in every detail. 
It has loud speaker equipment. The King Ed- 
ward Hotel is famous for its hospitality and its 
food. Claude Baugard, world famous chef, per- 
sonally supervises the preparation of the food 
served in this hotel. 
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The following rates have been quoted for the 
period of the convention: 
Forty double rooms with bath: $4.50, $5.00, $6.00 per 
day 
Twenty-five double rooms with running water: $3.50 and 


























Fol- : $4.00 per day 
their Fifteen single rooms with running water: $2.00 and 
$2.50 per day 
Ford Hotel 
C. J. Kelly, Resident Manager : 
n the The location of this hotel is convenient to the : 
oms, central shopping and theatre district, being lo- 
> en- cated at Bay and Dundas Streets. It is directly 
just opposite the coach terminal. 
The There are 750 outside rooms, pleasantly dec- 
the orated and comfortable, with modern services at 
con- the following rates: 
Single rooms: $1.50 to $2.50 per day. 
Double rooms: $2.50 to $5.00 per day. 
Rooms for three or four persons: $6.00 and 8.00 per day. 
son Walker House Hotel 
o George Wright, Managing Director 
King Edward Hotel This hotel comprises 150 rooms, 100 with run- 
ning hot and cold water, and 50 with bath. This 





hotel ‘is situated in the heart of the business sec- 
tion of Toronto, is adjacent to the Union Station, 
; convenient to the boats and only a short stroll 
a a yeas a pial from the theatre and shopping district. The 
Tass samme saithes hie aa og doa rooms are artistically decorated and complete 
Three roomed suites: $12.00 and up with all the refinements of the most modern 
hotels. The rates are as follows: 
Single rooms: $2.00 and $3.00 per day. 


Prince George Hotel wae : aaa . 
. ‘ : ouble rooms: $3.00 to $5.00 per day. 
H. Winnett Thompson, Managing Director Rooms for three or four persons: $4.50 to $7.50. 


The following room rates have been quoted for 
the period of the convention: 















The Prince George Hotel is situated in the heart 
of the business section of Toronto, within easy panne Sarre 
walking distance of the Union Station, the steam- 
boat wharves, and the favorite shopping centers, 
and is very convenient to the city’s principal 






There are still other hotels which are available 
to registrants of the convention. Among these 
may be mentioned the Westminster Hotel, T. J. 
Harrocks, Managing Director; the Waverly Hotel, 











theatres. A. M. Powell, President ; the Windsor Arms Hotel, 

There are 250 rooms with generous propor- W. A. Price, President; the Alexandra Palace Ho- 
tions, single or en-suite, with baths. The cuisine tel, H. H. Harris, Manager; and the Tudor Hotel, 
is skillfully supervised. H. E. Rogers, Proprietor. 





Transportation by either bus or taxicab from 
any of these hotels to the Automotive Building, 
where the exhibits and meetings of the conven- 
tion are to be held, will be made available for dele- 
gates and guests of the American Hospital Asso- 
ciation at reasonable rates. The distance between 
these hotels and the convention hall can easily be 
covered by either bus or taxicab in ten to twelve 
minutes. 

Special arrangements for the convenience of 

















the Catholic Sisters have been made in the King 
its Edward Hotel, where an entire floor has been 
2 reserved for their accommodation. The King Ed- 
od ward Hotel is within one block of St. Michael’s 







Prince George Hotel Cathedral. 
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EDITORIALS 


Flies in the Ointment 


The Resolution passed by the Joint Committee 
on Professional Relations of the Medical Society 
of New Jersey and the New Jersey Pharmaceuti- 
cal Association at a-recent meeting, dealing with 
the subject of radio medical advice and advertis- 
ing of proprietary remedies, should be given the 
thoughtful consideration of every individual and 
every agency concerned with the health and well 
being of the American people. 


The resolution seeks to curb the prescribing of 
medicines and the giving of medical advice over 
the radio except by authorized and responsible 
medical organizations or official health depart- 
ments. To those who realize that the glib talk 
and subtle suggestion contained in radio adver- 
tising of patent medicines and medical charla- 
tanry are cleverly designed for the single purpose 
of commercial profit, the effect may be only 
emetic, but that there are left vast numbers of 
the gullible who will believe any hocus pocus if 
presented in plausible and picturesque words, is 
evidenced by the very fact that radio advertising 
is no exception to the general rule that advertis- 
ing pays. But who does it pay? Certainly not the 
victims, who in the aggregate spend enough on 
rainbow chasing, led by the radio will-o-the-wisps, 
to provide the adequate medical care about which 
there is so much discussion today. The very fact 
that there are such hordes who willingly buy the 
bogus substitutes for rational medical advice and 
genuine drugs rather justifies the assumption that 
if adequate medical service were available to 
everyone, a large percentage of the population 
would not accept it. 
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The hospitals of the country should vigorously 
uphold the medical profession and the reputable 
manufacturers and dispensers of legitimate rem- 
edies in any effort to prevent false, misleading, 
and fraudulent advertising to the public of prod- 
ucts which are essentially fakes even though their 
alleged virtues are intoned in subtle diction or 
crooned in dulcet tones. C.G.P. 


—_—_————. 


The Wagner Bill 


The Wagner Bill, currently pending in Con- 
gress, is the subject of much controversy. The 
objections that have been raised by the American 
Medical Association and many civic and educa- 
tional bodies are not altogether against the ob- 
jectives of the Bill (S. 1620), but in character 
of control and approach. The interest in public 
health is not limited to any racial or economic 
group, sect, creed or religion. That all elements 
of the population are interested is stating a self- 
evident fact. 


We are informed that the groups fostering the 
Bill are social economists and politicians. 


Pronounced opposition to the establishment of 
a Federal Health Bureau as a governmental de- 
partment, during a discussion of the President’s 
Re-organization Bill, was manifest. This surpris- 
ingly potent activity in opposition came largely 
from educational and religious organizations and 
a few labor groups. Federal control and bureau- 
cracy are anethema to our liberty-loving people. 
These organizations spoke in opposition, for a 
numerous body of thinking Americans. Barring 
the Federal Public Health Service, with specific 
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objectives, the Government has: heretofore not 
projected itself into the field of general medical 
care except in dire emergencies. These have been 
limited to child health, veteran care, and help in 
such emergencies as pestilences, floods, and hurri- 
canes. With the exception of endemic and con- 
tagious diseases, the medical progress of the cen- 
turies has been without governmental urge or 
direction. Measures to improve the public health 
have human appeal and were the powers of the 
Bill less centralized, the objections would be less- 
ened. 


The Bill grants authority to Federal agents to 
approve or disapprove plans proposed by indivi- 
dual states. Officeholders with a political back- 
ground making decisions of great importance in 
health measures is a new step in our social prog- 
ress. Preventive medicine and medical care in 
its marvelous development during the last sixty 
years has been dependent on medical research and 
slow evolution. High standards have been accom- 
plished without subsidies or tax aid. The same 
progress-factor has developed the voluntary hos- 
pitals of the country in advance of hospitals in 
other countries or in similar governmental institu- 
tions. 


The Bill, if it becomes a law without necessary 
amendments, spells disaster to the voluntary hos- 
pital system. Governmental subsidies and volun- 
tary contributions are not volitional bed-fellows. 
The possibilities of increase in the tax burden are 
not appreciated by the public. The volume of such 
potential levies is wholly beyond estimate. Medi- 
cal and tax authorities may well quail at the pros- 
pect. The political hook-up evident in Federal 
subsidies today provides in this measure “all-day- 
suckers” for state politicians. Visualization of the 
ultimate implications of this act is beyond human 
prophesy. The Alpha is before us, but the Omega 
is obscured by a large group of socialistic factors. 
We are informed that the Bill is likely to be passed 
by Congress. Properly directed health progress 
requires that essential modifications in centralized 


control be provided through suitable amendments. 
W.L. B. 


— 


Hospital Archives 
It is the custom in the majority of hospitals to 
observe with fitting ceremonies the passing of 
some significant anniversary of its founding, it 
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may be its twenty-fifth, fiftieth, or one-hun- 
dredth birthday. When such an event occurs, it 
devolves upon someone, usually the superintend- 
ent, to prepare a historical sketch in which will 
be narrated the story of how the institution came 
to be founded, who its early benefactors were, and 
what have been the most important events in its 
development. 


More frequently than not, such a task is much 
more difficult than it need be because of the pau- 
city of the material available and the problem of 
digging it out of such old documents as may per- 
haps contain it. Fortunate is the amateur his- 
torian if he finds that a book has been kept in 
which interest and pertinent facts have been re- 
corded from time to time. Otherwise he has to 
go over the separate volumes of annual reports 
from the beginning, provided they have been pre- 
served, peruse the minutes of innumerable board 
meetings, and consult the older members of the 
board of trustees and the medical staff. The prod- 
ucts of such efforts are often unsatisfactory. 


Nearly all of this difficulty could have been ob- 
viated had someone in the beginning foreseen the 
importance of starting and keeping a chronology 
of important events in the life of the institution. 
In some hospital superintendent’s offices may be 
found scrap-books of newspaper articles related 
to the hospital’s activities. These may have con- 
siderable historical value. 


Some of the older hospitals have lost much 
valuable historical data. Younger institutions 
would do well to arrange, preserve, and keep up- 
to-date the material from which their histories 


may at some time be written. 
J. EB. 


a aa 


The Hospital and the Claim 
Adjuster 


Hospitals in which patients are treated for in- 
juries resulting from accidents—motor vehicle, 
industrial, and the like—have frequent visits from 
representatives of the insurance companies in- 
volved. These adjusters come to the hospital on 
legitimate business for the companies they repre- 
sent. The companies must obtain information as 
to the extent and seriousness of the injuries the 
claimant has sustained, the degree and possible 
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duration of disability, and perhaps the final out- 
come as to permanent disability. The insurance 
company cannot make a satisfactory settlement 
unless it has this information. This the adjuster 
knows. It is up to him to obtain-the desired in- 
formation if humanly possible. 


The hospital, on the other hand, is primarily 
interested in the injured person as a patient. Its 
function and concern is to provide the treatment 
he needs. It also has a legitimate financial inter- 
est in the case, in that it would like to be reim- 
bursed for the cost of the service it renders thé 
patient. The hospital record of the patient is 
made up of his history (given by the patient), 
findings of examinations, description of opera- 
tions, and other treatments. The hospital holds 
that the record is the property of the hospital 
and that the information it contains concerning 
the patient is of a confidential nature, not to be 
divulged without the consent of the patient. 


If when the claim adjuster comes to the hos- 
pital seeking information concerning the patient, 
he brings with him a written authorization signed 
by the patient or by the patient’s attorney, he 
should experience no difficulty in obtaining the 
information he seeks. If he does not have such 
authorization it is likely that he will be told that 
he cannot see the record or be given data from 
it. This may cause some inconvenience or delay, 
but such authorization can be obtained in a high 
percentage of cases. 


All this seems so very simple that it is difficult 
to understand why any misunderstandings should 
arise when it is only a matter of tact, courtesy, 
and fair dealings. Unfortunately, however, they 
sometimes do arise. 


The claim adjuster makes a mistake if he an- 
tagonizes or gains the ill will of the hospital ex- 
ecutive as he may thereby make difficult the 
future contacts of his company with the hospital 
in question. The hospital executive, in like man- 
ner, makes a mistake if he antagonizes or gains 
the ill will of the claim adjuster and, thereby, 
creates an unfavorable attitude on the part of the 
insurance company involved toward the hospital. 


A wise claim adjuster is mindful of the fact 
that his company may want the cooperation of 
the hospital with reference to cases that may arise 
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in the future. It is not a mark of finesse on his 
part if he urges that a concession be made in a 
particular case because of the fact that his com- 
pany has always dealt fairly with the hospital. 
He can hardly expect that a conscientious hospital 
executive will violate his institution’s principles 
and policies because of such contention. The wise 
and experienced hospital executive should keep 
in mind the fact that the good will of insurance 
companies bears a direct relation to the hospital’s 
ability to obtain reimbursement for service ren- 
dered patients whom it has treated for accidental 
injuries. He should bear in mind that the claim 
adjuster has come to the hospital on a legitimate 
business mission and should treat him accord- 
ingly. 


There is another type of situation in which in- 
surance companies through their claim adjusters 
have dealings with hospitals. This has to do with 
the settling of claims in cases in which the amount 
of settlement is small and the hospital bill relative- 
ly large. In such instances the insurance company 
may ask the hospital to reduce its bill. Here 
again, if the hospital’s experience with the insur- 
ance company in question has been one of friendly 
cooperation and fair dealing, satisfactory adjust- 
ments can usually be made. 


In brief, if the contacts of claim adjusters and 
hospital executives are characterized by courtesy 
and mutual understanding of each other’s prob- 
lems, principles, and points of view, both will ob- 
tain for their respective organizations the maxi- 
mum value from those contacts. 

J. E.R. 


ee 


Training in Hospital Administration 


Hospital development has proceeded apace in 
the past few years and many and varied are the 
evidences of this growth and evolution. Of these, 
perhaps the outstanding development of the past 
decade has been the changed conception of the 
qualifications essential to the present-day admin- 
istrator. With the increasing complexity of pres- 
ent-day hospital service and with the closer inte- 
gration of the work of the hospital with that of 
so many varied community interests, it is becom- 
ing more apparent than ever before that the ad- 
ministrator must have, not only a working 
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knowledge of a wide range of highly specialized 
hospital activities, but must also have those per- 
sonal qualities which are essential to maintain 
favorable and successful contact with one’s fel- 
lows. It is now recognized that hospital admin- 
istration is a most exacting profession; the all- 
too-frequent turnover in this field bears testimony 
to the exacting nature of this position. 


There is increasing evidence that trustees are 
realizing, as never before, the value of a properly 
trained and competent administrator. There are 
still many instances of appointments going to 
individuals with the most dubious of qualifica- 
tions, but, on the whole, the criteria of selection 
are steadily rising. More and more, trustees are 
insisting upon an adequate background of prepa- 
ration and are seeking outside advice in making 
their selections. Undoubtedly the American Col- 
lege of Hospital Administrators, by its emphasis 
upon higher standards for administrators, will be 
of inestimable assistance in elevating the status 
of this field and already it has had a very appre- 
ciable effect. Its efforts, coupled with those of the 
American Hospital Association and other bodies, 
in establishing or encouraging the setting up of 
university courses in administration and of the 
shorter institutes, have provided means for at- 
taining added qualifications which have been 
eagerly taken up by a surprisingly large propor- 
tion of the younger administrators and those 
desirous of advancement. It is of significance that 
ten times or more as many applications are re- 
ceived for the graduate course at the University 
of Chicago as can be accepted. All of the Insti- 
tutes in different parts of the country have been 
highly successful. 


Undoubtedly for many years to come the ma- 
jority of the administrators will come up through 
assistantships or other posts. Graduates of the 
university courses may look forward to ready 


absorption in the larger institutions, but the 
smaller hospitals, and they are in the great ma- 
jority, can hardly be expected to pay a salary 
sufficient to warrant the investment of so much 
time and money in preliminary training. One 
would anticipate, therefore, that while the ten- 
dency will be for the larger institution to select 
administrative personnel from those who have 
taken special preparation in this field, the eco- 
nomic balance may delay the extension of such 
requirement to the smaller hospitals for some 
time. 


In the minds of many present-day administra- 
tors there is some anxiety lest this rapidly spread- 
ing realization of the value of adequate training 
for administration should undermine their own 
personal position. Is this movement a threat to 
those now following an administrative career? To 
many astute observers, the progressive and 
capable administrator, even though without ade- 
quate preparation, has no cause to fear. Expe- 
rience and personality, plus a progressive spirit, 
are such vital attributes in this field that they 
may more than make up for lack of training in 
other respects. For those individuals who just 
drifted into administration years ago when little 
beyond personal acceptability was required, ade- 
quate contact with the achievements of today can 
be maintained by attending Institutes, not once 
but repeatedly, by assiduously attending conven- 
tions and by religiously following the hospital 
literature. However, for those administrators 
whose background of preparation is meagre, who 
make little or no effort to improve themselves 
either by attending conventions, by extensive 
reading, or by contact with their fellows, who are 
content with obsolete methods of procedure and 
organization, this new appreciation of the im- 
portance of training in administration is a dis- 
tinct threat. For them the handwriting is on the 
wall. G.H.A. 
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Professional Standards Affecting 


Hospital Practice 





whole, furnishing reasonably satisfactory 

service to patients and medical staffs and are 
serving the needs of their various communities in 
a remarkable way as far as their finances will 
permit. Proof of this statement is found in the 
fact that about seventy-five per cent of the hos- 
pitals surveyed by the American College of Sur- 
geons are approved fully or provisionally. 


T= hospitals of this continent are, on the 


Hospital administrators feel that the American 
College of Surgeons and the American Medical 
Association have been responsible for a remark- 
able improvement in hospital service and hospital 
management through their approval program as to 
services rendered to patients and the possibilities 
of the institution for training the resident staff. 
It must be recognized, however, that approval by 
either of these organizations is based upon mini- 
mum standards and that it is voluntary on the 
part of every institution whether or not it chooses 
to meet these standards. One wonders why all 
hospitals should not be required to meet these 
standards in the interest of good hospital service 
for the protection of its patients. Frequently, the 
patient has no basis upon which to determine 
which hospital he should select, or is in no condi- 
tion to make a choice. A decade or two ago the 
patient chose the hospital nearest him, but at 
the present time the trend in this connection has 
changed. The patient is now selecting his hos- 
pital upon efficiency reports and he is demanding 
adequate service in an institution that selects its 
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staff with care and furnishes the necessary de- 
partments and procedures to insure efficiency. 


The College of Surgeons has been primarily in- 
terested in leading hospitals to recognize mini- 
mum professional standards to further its objec- 
tives and it is the duty of the governing body of 
each hospital to recognize these minimum require- 
ments in the interest of improving the services of 
its institution. One could hardly doubt that profes- 
sional standards definitely affect hospital prac- 
tices, either in one direction or another, to lower 
or to raise them. 


I would like to discuss some hospital practices 
with my interpretation of their effect on hospital 
service. 

Selection of the Medical Staff 


Probably the selection of the medical staff with 
the prescribing of proper rules and regulations 
governing its conduct is the most important single 
item in maintaining high professional standards 
and thus definitely affecting the resulting hospital 
practices. A poorly trained unethical staff will 
surely ruin a hospital’s reputation in short order, 
whereas a well trained ethical staff will do just 
the reverse. The medical staff must be properly 
organized with carefully formulated by-laws, 
rules and regulations being adopted and enforced. 
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Guidance may be obtained by the hospital and 
the staff in following the general principles as 
explained in the Manual of Hospital Standardiza- 
tion. 


Appointments must be made by the govern- 
ing body on the recommendation of the medical 
staff and in my opinion it is very desirable that 
such appointments be made annually. It is not 
necessary to explain the necessity for the preven- 
tion of fee splitting or appointments to positions 
to which staff members are not qualified. Once 
a staff is selected careful attention should be 
given to regular staff conferences and clinical 
pathological conferences and there should be free 
consultation between the staff members. These 
conferences must be of such a character as to 
portray actual facts obtainable from the practices 
in the institution, the results of which should be 
a stimulation for improvement in professional 
practices with the inevitable results of improving 
hospital service. 


Medical Records 


I have often heard it said that the type of work 
that a physician does may be judged by the type 
of medical records which he keeps. The same 
should be true concerning the hospital in judging 
the type of practices that go on in that institu- 
tion. I feel that everyone recognizes that ade- 
quate records must be kept and that they must 
be complete, otherwise there will be no standards 
by which to evaluate the efficiency or deficiency 
in hospital practices. A hospital must adopt a 
standard set of records and must insist that the 
staff cooperates in properly keeping them. With- 
out such routine requirements being adopted, 
there will be a tendency for poor records and a 
resulting poor type of service being furnished. 


Our Laboratories 


Laboratories, both clinical and pathological, 
must be under the supervision of a competent 
medical man. Of course, it is recognized that a 
large part of the work in these departments will 
be done by technicians, but the work of these 
technicians must be closely supervised and the 
results properly evaluated by a physician. The 
hospital administrator together with the medical 
staff must adopt minimum requirements for 
laboratory work to be done on each patient 
and then see to it that this work is actually 
done in the hospital laboratory. Frequently 
a physician will state that the laboratory work 
has been done in his office just prior to admission, 
but in my opinion this should not excuse the 
hospital laboratory from being forced to perform 
this same work, even though a charge is not 
made by the hospital for this service. 
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It has long been recognized that the practice of 
scientific medicine must be augmented by post- 
mortem findings. I feel that the percentage of 
necropsies obtained in a hospital is somewhat in- 
dicative of the professional standards as exist in 
that institution. It is not particularly difficult to 
obtain permission for a necropsy in an institu- 
tion which has-high professional standards and as 
stated before such an institution must reflect a 
high type of hospital practice. It might be well 
to say a word here on the necessity for the path- 
ologist to understand the problems of the under- 
takers, acceding to their wishes when possible in 
order that a friendly spirit may develop between 
the mortician and the hospital administration. 
The physician is an important person until the 
patient dies, then the mortician takes his place in 
the opinion of the family and the physician is 
relegated to the position of a “has been.” A 
friendly attitude on the part of the pathologist in 
recognizing the problems of the undertaker will 
be helpful to the hospital and its staff members 
in increasing the percentage of these examina- 
tions which really reflect the true results of hos- 
pitalized cases. 


The Hospital Pharmacy 


The pharmacy is an important unit in any 
organization that looks after sick people, whether 
in private practice or in an institution. I feel 
that the pharmaceutical service to patients in 
hospitals is on a lower level than probably any 
other professional practice within the institution. 
I might be so bold as to say that a general phar- 
maceutical service in a community is usually bet- 
ter than that in a hospital, a statement that is 
converse from our thoughts concerning medical 
practices in a community at large as compared to 
a hospital. It is hard to understand the logic of 
a hospital administrator in furnishing other de- 
partments with well trained people in their line 
of endeavor and then allow the pharmacy service 
to be administered by other than a pharmacist. I 
sincerely hope and actually believe that within the 
next few years we will see a radical upheaval in 
this connection and that in the future any stand- 
ardization of organization for the rating or ap- 
proval of hospitals will give careful consideration 
to pharmaceutical service rendered patients be- 
fore granting or rejecting approval. 


Nursing Service 


The nursing service of a hospital occupies a 
key position between the patient and physician 
and the patient and administration. A properly 
organized nursing service with sufficient well 
trained and educated nurses improves the profes- 
sional standards of an institution with a resulting 
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improvement in hospital practices. It must be re- 
membered, however, that the nurse is educated 
and trained to administer to the patient, but only 
at the direction of the physician. Deviation from 
this simple principle will lead to many difficulties 
and I am afraid ultimately to a complete mis- 
understanding between these two groups. Both 
groups must recognize their obligations and their 
limitations and the hospital administration must 
insist upon the requirement of a fair attitude on 
the part of both groups. 


In the past, in a number of instances at least, 
student nurses and interns have been exploited by 
the hospital against all rules of good practice. A 
student nurse should never be required to do 
special duty for a private patient for which the 
hospital makes a charge and yet this practice is 
prevalent in many communities. By the same 
token a well qualified member of the house staff 
should not be allowed to perform professional 
tasks for unqualified staff members. Both the 
student nurse and the intern are in the hospital 
for the purpose of education and the hospital ad- 
ministration is obligated to see that their time is 
profitably spent. Here hospitals and staffs have 
an opportunity to increase professional standards 
in their own institution and to properly train 
these young people for their work with the public 
or for their future hospital connections. 


The Out-Patient Department 


The out-patient department is an excellent in- 
strument in any hospital organization for the 
teaching of nurses, medical students, members of 
the house staff and young practitioners of the 
community. It is also a place, during these times 
of unrest caused by fear of governmental inter- 
vention in providing hospital services, for the hos- 
pital administrator to help in analyzing the needs 
of his community. An adequate social service 
department with economic and medical workers 
must be supplied to accurately determine the 
needs of the individuals applying for admission, 
both from their ability to pay as well as their 
needs. 


In pauperizing the individual who should pay 
the physician a legitimate fee, the out-patient 
department or clinic is breaking down a rule that 
should be combated with every effort. On the 


, other hand these same departments must furnish 


medical service to the unemployed and to the low 
income group, which group the government will 
probably consider first in any plans for the sociali- 
zation of medicine. The medical profession and 
hospital administrators should give deliberate 
study and thought to this problem in order that 
professional services to the indigent are entirely 
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adequate. Here is an opportunity not only to im- 
prove the medical service provided for the low 
income group, but an opportunity for the hospitals 
to be of definite service to the medical profession 
in the various heralded programs of the Federal 
Government in conflict with the present ideas of 
medical and hospital practices. 


Physical Therapy 


Physical therapy is more and more forging to 
the forefront as an extremely important thera- 
peutic department of a hospital. Many hospitals 
have established such a department with tech- 
nicians actually prescribing the treatment needed. 
Such a department when established should be 
under the direction of a medical person and should 
be treated just the same as any other professional 
department in the hospital. Here again by having 
the proper professional standards the practice of 
this department will be elevated in its usefulness, 
both to the physician and to the patient and in 
the eyes of the public. 


Non-Professional Employees 


In all of this discussion we have talked more 
or less exclusively about professional departments 
and professional employees. There is, however, a 
large group of non-professional workers which 
must be considered in thinking of professional 
standards as they affect hospital practices and 
these employees must be made to realize the 
necessity of the best professional service possible 
to the patients. Lay workers must feel the need 
for a close alliance with the professional depart- 
ments in order that the standards of the hospital 
will be raised. This is particularly true in the 
case of the administrative officers in their attempt 
to cooperate with professional departments in 
furnishing them adequate facilities and technical 
instruments with which to work and present to 
the public a fair attitude at all times towards the 
patient and the staff. 


How the General Public Judges the Hospital 


In the minds of the general public a hospital is 
judged by the members of its profession as well 
as its lay staff members, by the courtesies they 
receive, by the service rendered and the results 
that occur. Each employee of a hospital whether 
paid or volunteer, whether lay or professional, 
must lend his every effort in a program of good 
hospital service; a service that the public is now 
expecting and demanding of a Twentieth Century 
hospital. Improvement in professional standards 
will improve hospital practices and it is beneficent 
upon all of us who are interested in the sick 
person to lend our efforts in this direction. 
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Administration of the Dietary Department 


ELLA M. ECK 


EFORE discussing the administration of the 
b dietary department, I think we should first 
consider what should properly be included 
in this department. As I see it, this involves the 
whole food problem of the hospital; the ordering 
or buying of food, and its preparation and service 
to all patients and personnel. This means the 
making of menus, the selection of employees, the 
supervision of the kitchens, serving rooms, dining 
rooms, dishwashing rooms and last but not least, 
knowing what it costs and why. In some hos- 
pitals the food store is a part of the dietary 
department. Where it is not, the dietitian should 
certainly have authority to check the stock, to 
know how it is handled, how long it is held, how 
replacements are made and to refuse to accept 
stale or spoiled stock. 


Food Purchasing 


If the buying is not done by the dietitian there 
must be a close working arrangement between 
her and the purchasing agent, so that she is in- 
formed as to prices and the condition of the mar- 
ket; if not her menus will call for expensive food, 
and savings made by quantity buying will be 
wasted because there is no tie-up between the 
menu making and the buying. Before changing 
brands or even sources of many foods, the dieti- 
tian should be given an opportunity to kitchen- 
test a sample from the new source to make sure 
that it is as good as the one it is replacing in 
flavor, appearance, and yield. Any user of food 
knows how difficult is the standardization of the 
hundreds of food items used and how judgment 
of food varies. She also knows that there may 
be as much difference in quality between the food 
packed under the fancy label of two firms as there 
is between the fancy and choice label of any one 
firm. It is the user who is in a position to detect 
the differences in food and to judge which is the 
better quality but only by knowing the prices can 
she judge which is the best value for the money. 
Many so-called bargains are actually more expen- 
sive if they give a smaller yield or if the quality 
is inferior. 


Necessity for Sufficient Space for the 
Dietary Department 


Not long ago in reading an article on dietary 
departments, written by a southern dietitian, I 
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was struck by the meaning packed into her state- 
ment of the first requirement of a dietary depart- 
ment, which she said is “sufficient space, con- 
veniently located, and so arranged as to fit the 
individual case.” Sufficient space—what dietitian 
feels that she has it? Usually only one who is ina 
new hospital not yet up to full occupancy. 


Does your dietary department have sufficient 
store room space so that savings can be made in 
buying large quantities of food or in taking ad- 
vantage of special market conditions? Is there 
sufficient space in the kitchen for necessary equip- 
ment, for enough tables so your employees can 
work comfortably; sufficient space for storage of 
trucks for transporting food and materials; for 
enough stock pots and other steam equipment; 
for enough ranges or bake ovens or frying equip- 
ment and above all, for adequate refrigeration 
facilities? | 


Do your dietitians have sufficient office space to 
work efficiently? Do those doing therapeutic 
work have an office or at least desk space in a 
locality accessible for consultation with doctors 
and patients? It is often necessary to have space 
in other parts of the building remote from that 
section devoted to the administrative work of the 
dietary department. 


These may seem to be merely rhetorical ques- 
tions for it we do not have space there is usually 
nothing which can be done about it. At least little 
has been done about it in the past. However, 
there seems to be an increasing recognition of the 
importance of the service rendered to the hospital 
by the dietary department. The old saying that 
“an army travels on its stomach” can be applied to 
the hospital, which certainly lives well or poorly 
depending upon the service rendered by the food 
department. The health and physical fitness and 
that intangible something called the morale of 
your personnel depend in no small measure upon 
adequate, well-cooked food served attractively. So 
far as publicity is concerned no hospital can have 
better advertising than a reputation for serving 
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good food, nor can the adverse affect upon occu- 
pancy caused by poor food and service be meas- 
ured. Many hospitals owe whatever success there 
may be in serving food to the ingenuity and 
adaptability of the dietitian rather than to the 
adequacy of the space or equipment provided. If 
there is criticism of the food or service, it would 
be well to investigate first the physical limitations 
of this department. 


Equipment and Its Costs 


The great cost of equipment makes it a matter 
of concern to the hospital administrator. The 
dietitian’s interest is more in the smoothness of 
operation, durability, freedom from trouble and 
labor-reducing effect which tends to decrease the 
cost of operating her department. There have 
been some interesting developments in kitchen 
equipment in the last few years, which may make 
our work easier or help us reduce costs. 


One of the most revolutionary pieces of equip- 


ment adapted to hospital use is the counter | 


freezer, so-called because it can be installed in 
small stores as a part of the counter. This is a 
combination freezing unit of 214, 3 or 5 gal. 
capacity and a hardening and storage cabinet built 
as one piece of equipment. By using a commer- 
cial mix of good quality which has been put to- 
gether scientifically to give the proper amount of 
milk solids, butter fat, sugar content, etc., and 
homogenized for smooth texture and more uni- 
form overrun, a very superior quality of ice cream 
can be produced at a small cost. In some states 
legislation, under the guise of sanitary precau- 
tions, has been passed to hamper the sale or use 
of these freezers since they cut down the sale 
of commercially manufactured ice cream. It 
would be well for hospital administrators inter- 
ested in manufacturing their own ice cream to 
scrutinize carefully proposed legislation of this 
nature. Any hospital which purchases a consid- 
erable quantity of ice cream can probably cut in 
half or at least materially reduce the cost by in- 
stalling this piece of equipment, which will pay 
for itself several times. 


Ranges which for so many years were just 
stoves have not only been made into streamlined 
things of beauty but have improved insulation 
which cuts down the loss of heat by radiation. 
This makes it possible to control the heat of the 
oven thermostatically, cutting the cost of fuel and 
by cooking at lower temperatures, reducing the 
shrinkage of meats, thereby giving a better yield 
and flavor. The reduced radiation loss also makes 
a more comfortable kitchen for the workers. 


Dishwashers have also stepped up into the 
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streamlined class, the most durable and beautiful 
being made of polished stainless steel. The latest 
models have at least two tanks and are almost 
completely automatic in operation. The first tank 
provides a power wash with dishwashing powder, 
the second tank a power rinse at a high tem- 
perature followed by a fresh water rinse. Each 
tank has a thermometer so there is no guess work 
about the temperature and they may be fitted 
with thermostats to hold the temperature at the 
desired point. These machines also have special 
safety features, and devices for holding dishes 
for a longer period in the washing chamber or 
under the high temperature rinse. This avoids 
soaking of dishes before putting them into the 
machine and increases the destruction of bacteria. 


There are new steamers which generate their 
own steam from fresh water rather than using it 
from the boilers. The theory is that there is less 
danger of foreign flavors or odors being carried 
into the food and the pressure is better controlled, 
which tends to preserve both flavor and color of 
vegetables. These steamers may be all stainless 
steel or may be lined with stainless steel which 
has a smooth surface with no minute crevices to 
accumulate food or dirt. 


While electric hot tables for holding food are 
not new, they are now much lower in price since 
a patent controlling their manufacture has ex- 
pired. They have been improved by the installa- 
tion of separate switches for each pan or utensil, 
making it possible to hold each food at the tem- 
perature which keeps it in the best condition. 


Equipment for deep fat frying is also a revolu- 
tionary development. The temperature is ther- 
mostatically controlled, avoiding burning and 
breaking of the fat, and crumbs or other particles 
of food drop into the “cold zone” at the bottom 
where they may be strained off. This equipment 
actually cuts the consumption of frying fat by an 
astounding figure. 


Labor 


No hospital group needs to be told that in the 
last few years labor has assumed a new impor- 
tance. Hospital administrators have been study- 
ing the labor situation and have formulated their 
conclusions regarding personnel problems. From 
the study of this problem in Chicago, these prin- 
ciples emerged as forming the basis for dealing 
with employees as given by Dr. Arnold F. Emch 
in an article in HOSPITALS. 


1 That there be no discrimination because of 
membership or non-membership in labor 
unions. 
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Formulation of a definite policy regarding 
wages, hours, vacations, sick leave, medical 
care and informing the employee of this 
policy. 


A definite number of maximum hours per 
day completed if possible within stipulated 
hours. 


Recognition of ability, efficiency and sen- 
iority. 


Opportunity for the worker to improve his 
skill and advance to higher-paid positions. 


Frequent review of salary schedules to be 
sure that adjustments of salaries are made 
when increased responsibility is given. 


A system of periodic increases over a period 
of several years until the maximum for the 
job is reached. 


I feel very strongly that the basis of building 
up a group of good employees is in wise selection. 
We cannot be too careful of the type of employees 
we bring into our departments. In selecting em- 
ployees, it is important that they be interviewed 
by some one of sufficient experience to be able to 
judge from appearance, manner, speech, and dis- 
cussion of previous experience whether he seems 
to be a good type of employee. This should be 
followed by checking references, if possible, and 
a record of these reports together with the appli- 
cation should be kept on file. Only when the in- 
terviewer is satisfied that the applicant deserves 
a trial should he be put to work with the under- 
standing that he is on a temporary basis until he 
has proved his desirability as a permanent em- 
ployee. 


Only by selecting intelligent employees who can 
organize their work and do it in a deft and orderly 
manner; employees who are cooperative and will- 
ing to help the other fellow and who are loyal 
to the hospital, can we build a department with 
good morale. It is difficult to keep intelligent 
employees where the majority are stupid or lazy 
or quarrelsome. The labor turnover will be high 
and the service rendered poor. Because of the 
unemployment problem we have now less turn- 
over, so we must be even more careful than for- 
merly in our selection. 


If possible, the employee should be given a 
physical examination before being put to work; if 
this is not possible at once it certainly should be 
done before he is accepted as a permanent em- 
ployee. 


For establishing the salary rate for various 
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types of work, a job analysis is an excellent basis. 
One such project-in the University of Chicago 
Clinics has been described in detail by Nellie 
Gorgas in an issue of Modern Hospital. By 
job analysis we mean rating the job, not the em- 
ployee and many times it is difficult to dissociate 
in your mind a particularly good employee from 
the job. Job specifications are being used par- 
ticularly where there is a personnel department 
selecting employees for several departments. Per- 
haps the most vital thing for all of us whether in 
a large or small department, is the written sheet 
of instructions, hours, etc., which should be drawn 
up for each job. How many times do we find 
that our procedure has been changed, sanitary 
precautions disregarded, and the wrong methods 
used because instruction was given by word of 
mouth rather than in a written form which could 
be studied and referred to in case of doubt. This 
system of written instructions is something which 
many of us have not had enough help to get done 
but I feel that it is important enough to justify 
additional expenditure. Where employees are 
working with expensive equipment and food, the 
use of improper methods may cause much damage 
and waste of expensive materials. 


Cost of the Dietary Department 


The cost of the dietary department has been 
estimated to be 14 to 14 of the total expenditures 
of the hospital. The breakdown of the total ex- 
penditure of the department has been given as 
follows: 


Paper Goods 
Miscellaneous or profit 


It is very difficult to compare costs of different 
hospitals on either a percentage basis or a basis 
of per capita cost because of the many varying 
factors. There is little uniformity in the separa- 
tion of expense items except for food and payroll. 
Even these items may be subject to variations; 
for instance, some hospitals include the cost of 
ice with food or the dietary department may buy 
materials for laboratories, the cost of which may 
still be in the dietary figures. 


In a recent analysis of the dietary department 
expenditure of several general hospitals, all re- 
port cost figures for replacement but the items in- 
cluded were not the same. Some had separate 
figures for china, silver, utensils, linen, others had 
all four included in one figure, some had china and 
glass together, some silver and glass, some uten- 
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sils with cleaning supplies and paper goods. Only 
two had a cost figure for depreciation of equip- 
ment and two a cost figure for gas. Some are 
charged for light and heat, others are not. Per- 
haps one of the things we should develop is a uni- 
form accounting system which will give us figures 
which can be compared. The figure of 60 per cent 
of the total expenditure for food was average in 
this analysis. 


The matter of payroll is subject to wide varia- 
tions since departments are organized differently. 
In one hospital the serving and delivery of trays 
may be done by the nursing department, in an- 
other by the dietary department; in one the store- 
room salaries will be assigned to the dietary de- 
partment, in another to some other account. Hos- 
pitals are constructed differently, some with a 
vertical construction which is adapted to central 
service through dumb waiters; others are spread 
out with many small serving kitchens, staffed by 
maids and dietitians and serviced by porters who 
truck food to the various units. The payroll in 
the latter type is necessarily much greater than 
in the former. 


In the analysis mentioned above, the payroll 
varied from a low of 32.5 per cent in a hospital 
with central service to a high of 36.8 per cent for 
a hospital with many small kitchens and no dumb 
waiter. Others were more nearly 35 per cent than 
30 per cent. All of these figures include super- 
vision. 


It is interesting in this connection to note that 
the summary figures on Income Expense and 
Personnel of Hospitals compiled by the United 
States Public Health Service as part of the Na- 
tional Health Inventory gives the per cent of 
expense devoted to personnel for all hospitals as 
48.6 and the same figure for general and special 
hospitals. 








Other items reported in the analysis were: 


Per Cent 
Replacement (China, Silver, Utensils, Linen) + 8to 4 
Depreciation of Equipment................. to 2 
on EE A ep rer op em ee ae TAT i 
Supplies and Miscellaneous (no uniformity of 
TIGRRE TCI so oo. u soos acca pacese exons 8to 3 


These figures are not given as ideal or standard 
but as found in an analysis of a small group of 
hospitals and serve to illustrate the variations 
found in different situations. 







The cost of food is a topic on which much time 
could be spent. It is my opinion that we do not 
do enough detailed accounting to really know 
where our costs are and therefore are in the dark 
as to methods of control. Many devices are com- 
ing into general use in hospitals unknown a few 
years ago, such as, (1) standardized recipes which 
control the cost of food by specifying the items 
and amounts of raw materials going into our food 
rather than leaving it to the whim of the cook 
and which also give us the cost of the finished 
product; (2) checking actual yields on meats so 
that we know what it costs per cooked pound; 
(3) taking monthly inventories of food supplies 
so that our cost figures show actual consumption 
rather than estimations; and (4) food cost ac- 
counting by the dietary department where it can 
be used as a means of control during the month 
rather than just for finding the cost after the food 
has been consumed. 


I feel that the trend in cost of operating dietary 
departments is upward rather than downward 
because (1) our standards of an adequate diet are 
higher; (2) wages of domestic employees tend to 
be higher; (3) the effort to hold up the price of 
farm products will increase food costs. Only by 
more detailed accounting to show us where our 
costs are and constant effort to take advantage 
of all the devices for better organization, and 
greater economy of supplies can we hope to keep 
our costs down. 





In 1934 the Food Container Fellowship of the 
Continental Can Company announced the produc- 
tion of flaked coffee, obtained by rolling freshly 
roasted and ground coffee. 


Flaked coffee offered to the consumer a better 
balanced cup of coffee and a greater economy in 
the use of coffee, because the flaking operation, by 
thoroughly crushing the cells, renders their con- 
tents more readily accessible for extraction. This 
economy, in fact, amounts to a fifty per cent in- 
crease in the number of cups of coffee per pound. 
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Flaked coffee has been available for three years 
in packages, but its use has been limited to the 
brands so packed. The latest development is a 
counter flaking mill for the retail food market, 
whereby any coffee, according to the customer’s 
selection, may be flaked to order. This flaker will 
also be useful in the hotel or restaurant kitchen. 


Coffee so processed has the same brewing char- 
acteristics as packaged flaked coffee, and it is be- 
lieved this new development will greatly extend 
the popularity and availability of coffee flakes. 
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Operating Room Management 


HELEN MARTZ 


property of steam which destroys bacteria and 

spores, not the pressure of steam. But it is 
necessary to use pressure to attain these high 
temperatures. 


[ HAS been proven that temperature is the 


Temperature gauged control seems the most re- 
liable method of sterilization. This can be ob- 
tained by a mercury thermometer placed in the 
discharge outlet of the sterilizing chamber. When 
steam is forced into the sterilizing chamber it will 
float on top compressing the air to the bottom. 
However, we know the steam and air will mix 
eventually but the lowest temperature will always 
be found in the bottom of the chamber. Besides 
giving the lowest temperature of the sterilizing 
chamber, the mercury thermometer also serves as 
a check on the first and very important step of 
sterilization—the exclusion of air from the cham- 
ber. Because the temperature will not rise to 
sterilizing range if the air and condensate dis- 
charge system is clogged or the thermostatic 
valve is out of order. 


The mercury thermometer used in conjunction 
with the recording thermometer with clock 
mechanism, which records the exact period of ex- 
posure and temperature attained for each sterili- 
zation during the day, serves as a satisfactory 
check, especially if students operate the sterilizers. 


It is possible to place these attachments on most 
types of sterilizers. 


Sterilizing the Operating Room After a Case 
of Gas Bacillus or Tetanus Infection 


It has been extremely difficult to obtain infor- 
mation of a reliable source on the best methods of 
sterilization of an operating room following a case 
of gas bacillus and tetanus infection. In the few 
cases that we have had at the Church Home and 
Infirmary it has been possible to operate in the 
patient’s room, thus eliminating contact with the 
operating room itself. 


Both gas and tetanus bacilli belong to the spore 
forming group, but it might be well to note that 
mostly vegetative cells are present in an active 
infection of gas bacillus and these are much easier 
to destroy than true spores. However, this is not 
true of tetanus. Spores are present in an active 
infection but fewer patients with tetanus infection 
come to operation. 


An operating room that can be isolated for at 


82 


The Author 


@ Helen Martz, R.N., is the Supervisor in 
Charge of the Operating Rooms at The 
Church Home and Infirmary, Baltimore, 
Maryland 








least twelve hours following the operation should 
be used for these cases. All unnecessary furni- 
ture and supplies should be removed. If possible, 
a stretcher should be used for the operation and 
an ample supply of sterile drapings should be used 
to protect it. These can be sterilized by steam 
and we know that steam will kill both gas and 
tetanus bacilli and spores. 


Linens should be put in bundles or bags and 
autoclaved for at least thirty minutes at 250 de- 
grees F., then sent to the laundry for usual wash- 
ing. 


Gloves and instruments should be autoclaved at 
250 degrees F. for 30 to 45 minutes, or boiled for 
one hour. Gauze should be burned. 


Phenol disinfectants are the most effective in 
the destruction of the spore forming group. 
Therefore the room and furniture, rubber covered 
pads and pillows, pails, etc., should be cleaned 
with a phenol disinfectant with a coefficient of at 
least eighteen. This cleaning should be done im- 
mediately following the operation because the 
more rapid destruction of the cells, the more 
effective the attempt to disinfect. 


The room and furniture should be isolated with 
the windows open for from eight to twelve hours. 
A thorough cleansing of soap and water should 
precede the use of the room again. 


A Satisfactory Type of Surgical Mask 


For several months we have used a commer- 
cial surgical mask made of very fine mesh gauze 
with a center thickness of a much heavier mate- 
rial which acts as a filter. This mask seems a 
great improvement over the old types of gauze 
masks. One other feature is the removable and 
flexible metal band which is moulded over the 
nose, thus preventing the clouding of glasses. The 
breath is directed downward to the upper front of 
the gown and not in the direction of the incision. 


Our surgeons find these masks much more com- 
fortable than the old type and they are more 
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economical when the time of making is considered. 
The cost is about eleven cents apiece. 


The Operating Room Schedule 

From my own experience I believe that the sur- 
geon makes every effort to keep his operating ap- 
pointments at the scheduled time. There are, how- 
ever, circumstances arising from time to time 
which make it impossible for him to meet his 
appointments at the time scheduled. We find that 
we are usually notified well in advance. We feel 
that if the operating room supervisor can possibly 
do so, she should arrange to take care of that 
doctor when he does arrive. There are times in 
a busy operating room when this is impossible 
and the only solution seems to be delaying the 


case until after the scheduled day or cancelling 
the case if possible until the following day. We 
do not feel that it would be right to delay each 
doctor in succession who is following the tardy 
member because we have to take into considera- 
tion that each of those men is busy, has a full 
schedule, and whose day would be completely dis- 
rupted by our failure to be ready for him at the 
appointed time. 


In surgeries of a limited capacity and where 
the supervisor has not the facilities to take care 
of situations of this type, I feel that it would be 
reasonable to say that an operating room should 
not be held longer than twenty minutes to one- 
half hour after the scheduled time. 





—— 


Chemotherapy of Pneumonia 


Researches conducted at the Mellon Institute 
indicate that the use of sulfanilamide in pneu- 
monia results in an alteration of the growth char- 
acteristics of the bacteria. Studies of the action 
of the drug on streptococci and on tubercule ba- 
cillus have progressed far enough to suggest that 
comparable actions are effected in these bacteria 
as well. 


Of the many other drugs studied in their action 
on pneumonia, hydroxyethylapocupreine seems 
the most promising. Three years of clinical ap- 
plication of this drug in Pittsburgh have led to the 
following conclusions: 


“(1) The mortality figure in pneumococcic 
pneumonia in adults during the past year has been 
greatly reduced in those cases which received hy- 
droxyethylapocupreine. 


“(2) In comparing the mortality figures of the 
chemically treated cases, which were of course 
smaller in number, with the serum-treated cases 
in Pittsburgh, for the same types of pneumonia 
during the same period of time, almost identical 
results were observed. (The drug, however, can 
be used effectively in all types of pneumonia.) 


“(3) Hydroxyethylapocupreine has shown no 
evidence of disturbing vision. 


“Arrangements have been made for clinical in- 
vestigation of the material in cities other than 
Pittsburgh. 


“Experimental work thus far completed, here 
and elsewhere, has shown that, in identical doses 
within the effective ranges, hydroxyethylapo- 
cupreine will protect against pneumococcal sep- 
ticemia in mice better than will sulfanilamide and 
fully as well as sulfapyridine. These comparative 
studies are being continued.” 


July, 1939 


Tenderized Beef 


The familiar process of “hanging” beef for four 
to six weeks to improve its quality depends upon 
the fact that in that period certain enzymes pres- 
ent in the beef act to soften the connective tissue, 
thus rendering the beef more tender, juicier, and 
in every way improving its quality. The “hang- 
ing” process is carried out at chill temperature 
(33° to 38° F.) in order to prevent undesirable 
bacterial action and putrefaction. But this low 
temperature so slows the action of the enzymes as 
to require the long “hanging” period to complete 
their action. - 


Recent studies at the Mellon Institute have 
shown that the same degree of tenderization can 
be secured in five days at 55° F., in two days at 
65° F., or in a few hours at 85° F. The shrinkage 
that would normally accompany this process is 
prevented by the maintenance of a relative hu- 
midity of 85 per cent to 90 per cent. 


This combination of high temperature and high 
humidity provides an ideal condition for the 
growth of bacteria and mold.. This condition is 
met by the use of the Westinghouse “Sterilamp,” 
which has been found capable of maintaining sur- 
face sterility on all sides of the “hanging” beef 
without damage to the carcass or untoward effects 
on the workmen employed in the cooler. 


In practice it has been found that 60° F. is the 
preferable temperature as higher temperatures 
accelerate enzyme action to such an extent that 
the time of exposure must be controlled more ac- 
curately than is convenient as an operating rou- 
tine. 


It has been found that this process results in 
greater tenderness and juiciness, lessening in 
graininess and no appreciable alteration in flavor, 
and that in general the palatability is advanced 
the equivalent of one government grade. 
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Training of Hospital Personnel 


EDGAR C. HAYHOW 


subject of training as one of the fundamen- 

tal concepts of personal relations. Large 
sums of money are expended to develop the work- 
er to his maximum capacity. Training is the sine 
qua non of effective commercial management. In- 
dustry and business use increased profits as the 
tool to measure successful performance. Hos- 
pitals, designed with other than a profit motive, 
cannot use this method as a criterion for effec- 
tive management. 


RP USINESS management has long accepted the 


The Hospital as a Social Institution 


A hospital is a social institution which exists 
for certain definite purposes. In some institutions 
these purposes have been clearly defined; in 
others, the raison d’étre has not crystallized it- 
self in terms of definite public relations and in- 
stitutional policies. Basically, it is the aim of 
every organization—and true of every internal 
department—to render as effective service as pos- 
sible within a set of given circumstances. As 
yet, no definite formal program has been univer- 
sally accepted in hospitals to train and, in turn, 
to examine the specific performance of individ- 
ual and groups of employees. It is my opinion 
that hospitals, in the main, have not availed them- 
selves of the program and methods of personnel 
training consistent with the fifth largest indus- 
try in the country—the nation’s hospitals. Per- 
haps in the past this has been justified. There 
has been a tremendous growth in hospital or- 
ganization during these past few years. Also, 
there must, naturally, be a social lag between 
the developments in modern medicine on the 
one hand and the building of physical hospi- 
tals on the other. Most important, perhaps, is 
the fact that those responsible for hospital service 
have, more often than not, been prone to confuse 
the charitable concepts of hospital management 
with those of a purely scientific, administrative, 
or functional performance. Successful manage- 
ment presupposes a sympathetic understanding 
of hospital philosophy and demands a strict ad- 
herence to these principles. Yet, it is also neces- 
sary to train an employee in the more prosaic 
duties of washing walls or cleaning under radia- 
tors or how to “tumble” hospital blankets. 

Hospital Housekeeping 

Housekeeping is a definite function of hospital 


Presented at the Annual Congress of the National Executive 
Housekeepers Association, Pittsburgh, Pennsylvania. 
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organization. In fact, it is a major function. 
Facetiously, it has been referred to as the closest 
service the hospital has to offer to the patient as 
the purchase, issuance, and laundering of the pa- 
tient’s sheets is part of its responsibiilty. 


However, the training of the housekeeping em- 
ployee, per se, differs little in principle from the 
training of another attaché. By tradition, the 
physician and nurse have received specific train- 
ing based on adequate service to the patient. Is 
it not logical to assume that the reception of the 
patient, the standard of food service, the sup- 
ply of hot water, the condition of the plumbing, 
the cleanliness of the room, the adequacy of linen, 
are just as important to the patient or his rela- 
tive—perhaps psychologically or articulately more 
so—than the particular ingredients of a medica- 
tion charted grains—ss b.i.d., important as they 
may be. Much of the hospital budget is allocated 
to what may be termed non-professional services. 
These services are highly important economically ; 
the amount of the hospital budget is very defi- 
nitely of community concern. Effective train- 
ing programs bear a close relationship to the in- 
stitution’s financial statements. Neverthless, 
formal training for the department head and, in 
turn, for the lay employee in hospitals, has been 
practically negligible. 


The American Hospital Association, through its 
Council on Administrative Practice, is undertak- 
ing an intensive study of Personnel Relations in 
Hospitals. The subject of training hospital em- 
ployees is to be given special consideration. With 
this program in mind, a study of personnel pro- 
grams in general and training programs in par- 
ticular was undertaken. Numerous visits were 
made to large national firms, sales and service 
organizations, hotel chains, colleges and banks. I 
quote from a formal report of these visitations: 


“One conclusion seemed paramount. Why 
is formal training so apparent in industry 
and business and so loose in hospitals... 
In business, the one most significant factor 
is profit. Errors are costly. They reflect im- 
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mediately or potentially in the balance sheet. 
Well trained workers stimulate business and 
increased business increases profits. Ap- 
parently, then, to further its own ends, busi- 
ness is willing to expend large sums of money 
to develop the worker to his maximum ca- 
pacity. 


“In all the organizations studied, it was 
clearly shown that the character of the or- 
ganziation and an appreciation of its policies 
on the part of the department heads were 
far more important factors than the individ- 
ual personality of the workers. Each organ- 
ization studied had a definite policy of man- 
agement in relation to its staff. Manuals of 
operation, handbooks, instruction sheets, 
house organs, moving pictures, were pre- 
pared and rigidly followed, leaving little to 
the imagination of the routine worker. The 
department head was designated to interpret 
the company policies and integrate the 
worker into the scheme. Routine confer- 
ences, individual and class room instruction 
were a part of the daily procedure. Every 
employee was an integral part of the organ- 
ization—his work, interest, health, recrea- 
tion, his future, all played a significant part 
in the potential profits of the employer. The 
department executive was the link between 
the worker and the management.’’* 


In conjunction with this survey, an intensive 
study of training programs and methods was 
conducted. The data received were of an inter- 
esting and significant character. A few highly 
organized training programs were reported by 
urban medical centers. In contrast, a church hos- 
pital in Ohio stated in answer to the question, 
“Do you check your training program periodically 
to evaluate its effectiveness”: “This is imposible, 
since we employ both men and women until their 
hospital accounts are paid; and then have a 
change of employee.”* 


Who Trains the Hospital Employees? 


It is conceded that little effort can be given by 
the busy executive, especially in a small hospital, 
to a definite formal training program. This re- 
sponsibility need be delegated to the department 
executive. Every hospital administrator and de- 
partment executive is a teacher. As stated pre- 
viously, each organization is credited with certain 
responsibilities in the discharge of its individ- 
ual trust. Its first objective must be of a chari- 
table nature. In consequence, the basis of any 





*“Training Program for Hospital Executive Personnel’ by 
Edgar C. Hayhow, Regent, American College of Hospital Ad- 
ministrators, Chicago, Illinois. 
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training program, formal or otherwise, must be 
circumscribed around a definite philosophy of or- 
ganization policy and administrative practice. 
This serves as a basis for any curriculum construc- 
tion. From these general policies follows the 
functional activities of the hospital and individual 
departments. Direction without planning is ob- 
viously unsound and futile. It becomes the spe- 
cific duty of the department head to improve the 
education and performance of his or her person- 
nel; to standardize procedures; to develop de- 
partmental “personality” and to foster a knowl- 
edge of skills; to reduce waste, accidents, turn- 
over; also to foster loyalty, respect, confidence 
and morale. It, in turn, becomes the responsi- 
bility of the administrator to develop a program 
of internal administrative organization; to foster 
a better understanding of hospital service and 
operation, particularly as it results in the ful- 
fillment of the hospital’s fundamental function; 
to stimulate an interest and enthusiasm which will 
promote “friendly” rivalry and, lastly, to set 
standards of accomplishment. 


Factors Involved in the Formal Training Program 


There are three factors in every employment 
situation, the employer, the employee and the job. 
The fusion of these three factors is represented 
in every formal training program. Too often it 
is assumed that to know how to do a thing is a 
criterion of the ability to teach the same pro- 
cedure. A definite program for the training of 
personnel must be established if any semblance 
of uniformity and routine standards is to be 
maintained. Manuals, preferably those to include 
the question and answer type of instruction, 
should be prepared for distribution and study. 


What constitutes a particular job performance? 
Is there one best way to perform the task? The 
majority of jobs, especially those assigned to the 
housekeeping function, have three fundamental 
factors — administrative, economic, and social; 
expert foremanship recognizes effective direction, 
supervision, and control. It is imperative that the 


department head express to the worker in under- . 


standable form, and in a way to arouse his inter- 
est, what is expected of him. Many employees 
must be made aware that their jobs are not rou- 
tine and are important. There are no “dead end” 
jobs; there are “dead end” people. Maids can be 
trained to pantry posts; in turn to waitresses, 
head waitresses, and hostesses. There is no limit 
to advancement once a stimulus has been aroused 
to develop to one’s fullest capacity. 


Workers cannot be integrated in an employment 
situation unless their immediate supervisors ar2 
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well integrated. Too many failures on the part 
of employees can be attributed to the department 
executive. Executives cannot expect new em- 
ployees “to know all the answers” too quickly. 
The manner in which service employees meet and 
greet the public should not depend upon the atti- 
tude and experience of the worker, but upon defi- 
nite instruction as dictated by the policy of the 
organization. It is difficult to establish a unified 
standard of employee deportment for all hospitals. 
What may be considered acceptable in one in- 
stance may be interpreted as too familiar by 
others. In many cases the employees may have 
been told what to do but not how to do it. Hos- 
pital administrators must make known to their 
department executives how to teach employees 
what not to do and say when confronted with new 
or unique combinations of circumstances. Every 
employee is entitled to know the history of the 
institution which he serves; to have a statement 
of its general policies; to know how he can best 
serve his clientele in the interest of himself and 
his employer. Any degree of individual success 
is reflected in the total service rendered by the 
institution. 


Need for Organization of the Teaching Program 


Since hospitals are growing institutions, becom- 
ing more and more complex with new and highly 
specialized activities, it seems logical that a defi- 
nite teaching program needs to be organized to 
assume other than a quality of service based on 
minimal standards. If hospitals are to incorporate 
training pregrams, who are to assume the func- 
tion of teachers? Is it the practice to employ per- 
sonnel directors and, if so, is training allocated as 
a function of this office? Is it possible or advan- 
tageous for hospital councils to set up and admin- 
ister certain training programs for hospitals in 
the area? Is this practice carried out and, if so, 
how extensively by hospital councils or regional 
hospital associations? How effectively could col- 
lege courses be incorporated into the hospital 
training program? Is it advisable for, perhaps, 
national associations to organize, sponsor, and 
supervise training activities? These are a few of 
the questions confronting leaders in the field. 


It means little for the purpose of this discussion 
to discuss the various methods which hospitals 
and department executives can use to promote 
and administer effective training programs. The 
department executive may prefer the individual 
conference method in preference to the general 
conference plan. Some executives find the prob- 
lem conference method effective. It is difficult to 
generalize. 


Each hospital, administration, and job perform- 
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ance is governed by individual standards and 
circumstances. Whether the training method be 
centralized or decentralized is of no particular im- 
portance; it is results which count. Care must 
be exercised that training is necessary “before 
the job” and “on the job”; the methodology is 
also a matter of preference. One thing is certain, 
however, that the degree of effort expended on 
the matter of selection of employees-will have a 
definite relation to the kind and degree of training 
after employment. Selection considers such fac- 
tors as type, size, experience, age, health, educa- 
tion, speech, memory, dress, manners, personality 
and family status. Training includes the schedule 


-. of employment (rules, hours, wages, privileges), 


job performance, job analysis, standards of dress 
and such matters enumerated in selection which 
are of particular significance for special con- 
sideration. 


Department executives and section heads have 
found the functional group meeting helpful. Nat- 
urally, outside preparation and assistance to 
improve general and technical knowledge, whether 
it be under university or other professional super- 
vision, is recommended. It seems that the time is 
not too far distant for the accreditation of the 
distinct levels and classifications of hospital per- 
sonnel. This accreditation is now a function of 
the state as in the case of medical and nursing 
groups or accomplished by regional standardizing 
associations for dietitians, laboratory and x-ray 
technicians, medical librarians, et cetera. It is 
my belief that accreditation will extend vertically 
as well as horizontally. Wherever it may lead 
eventually, the basis for recognition of any group 
will rest upon a basic stratum of training. 


Management has long discovered the parallelism 
of successful accomplishment, long service, and 
recognition. 


The Employees Intangible Investment 


Employees have more than an intangible invest- 
ment in their employment; every consideration 
possible should be fostered in their interest. At 
the time of employment, schedules of salaries 
showing minimum and maximum limits should be 
available and a definite program of advancement 
maintained. Workers showing unusual or conspic- 
uous service are often honored with special awards 
or other forms of recognitions. Special certifica- 
tion, employee ratings, salary. increases, and 


advancement are provided for employees upon 
successful completion of course studies. It is logi- 
cal that some distinct advantage accrue to the 
employee for especial concentration upon a par- 
Progressive personnel 


ticular job performance. 
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directors are cognizant of the importance of this 
factor of employee relation. 


In this discussion, little or no emphasis has been 
placed on the matter of training for housekeeping 
activities in hospitals. It is recognized that this 
is a national conference for housekeepers. 


It is also recognized that the. housekeeping de- 
partment, per se, needs no isolation; the principles 
of training apply equally—individually and sever- 
ally—to all hospital departments. The importance 
to promote effective programs of personnel rela- 


tions in general and training programs in particu- 
lar cannot be over emphasized. 


It is not necessary to offer by way of illustra- 
tion, definite examples to justify training pro- 
grams. What the American Hospital Association 
hopes to do is to provide an effective method in 
documentary form for hospital use. The Sub- 
Committee on Training is seeking the counsel of 
your association. Naturally, this assemblage, in 
convention, is the logical group to determine 
course content and prepare manuals of operation 
and instructional sheets for Housekeeping Service. 
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Intravenous Solutions 


The widespread use of intravenous solutions is 
distinctly a growing development of the past 
decade. The role of fluids in influencing post- 
operative recovery and in altering body metab- 
olism in a host of pathologic states is too well 
known to require comment. That their admin- 
istration to patients requires meticulous and de- 


tailed preparation and care is also an accepted — 


fact: Nevertheless, this premise is the reef upon 
which lie the forgotten wrecks of many modern 
pieces of equipment which have been abandoned 
through a failure to understand the basic consid- 
erations involved. 


Hospital Prepared Solutions 

The question of a satisfactory method for one 
hospital cannot be laid down as standard and uni- 
form. A great deal depends upon the size of a 
hospital, the volume of solutions used, and the 
presence or absence of an adequately trained per- 
sonnel. There are several considerations which we 
believe are essential and which form the backbone 
of our own program. 


The preparation of all intravenous solutions 


should be the sole responsibility of one person 
from beginning to end, as only in this way can 
errors be carefully checked. In our own institu- 
tion we have placed the hospital pharmacist in 
charge of this work and have found this arrange- 
ment satisfactory. Some institutions have em- 
ployed a part time pharmacist or chemist to take 
charge of this work and have reported increased 
efficiency. Solutions for intravenous use should be 
carefully filtered and, while we have found filter 
paper suitable for this purpose, the special glass 
filters are probably somewhat better except from 
the standpoint of speed. Haphazard sterilization 
methods should not be tolerated and ordinary 
open boiling should never be considered adequate. 
Autoclave sterilization at twenty-three pounds’ 
pressure for thirty minutes should be given every 
batch before dispensing. 
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The type of still to be used has been the subject 
of much discussion. It has been our experience 
with various types that the simpler the still, the 
better are the results. Equipment which requires 
the time of an expert mechanic to take down for 
cleaning purposes should not be considered. The 
ideal still should be cleaned daily and should be 
so constructed that this work can be done by a 
member of the orderly staff. E 


We have abolished the warming cabinets for- 
merly used for keeping solutions at body temper- 
ature and have noted no increase in the number 
of reactions. The role of solution temperature is 
apparently of minor importance. Carefully pre- 
pared gum rubber is used exclusively and solu- 
tions are never used later than twenty-four hours 
following preparation. 


~* 


Comparative Cost 


The question of comparative cost of commer- 
cially prepared and hospital prepared solutions 
has been given a great deal of study, but it is the 
writer’s firm conviction that no final rule can be 
stated in this regard. It is our opinion that almost 
all hospitals of one hundred bed capacity, or less, 
will find commercially prepared solutions more 
economical; also that, in general, the larger insti- 
tutions will find hospital prepared solutions safe, 
practical, and an effective savings. The question 
of the cost of water is one which will often play 
an important part in any cost analysis. Many 
hospitals are supplied with water at a reduced 
rate, or free of charge by the city, and under these 
conditions hospital prepared solutions can usually 
be furnished to advantage. Another major factor 
depends upon the labor load in the department re- 
sponsible for the preparation of solutions, where 
additional help must be employed, a careful cost 
survey will invariably favor commercially pre- 
pared solutions. 

A. J. Hockett, M.D. 
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A Plan of Instruction for Junior Members 


of the Medical Visiting Staff 


MARCUS D. KOGEL, M.D. 


NE of the important responsibilities of a 
(> hospital is to provide for its personnel the 
means to become more proficient and ex- 
pert in their respective fields. Few general hos- 
pitals have any formal arrangement for the in- 
struction of the members of the visiting staff. The 
member of the staff who would profit most from 
systematized practical instruction is the lowest 
ranking member. 


The plan presented here was formulated by Dr. 
Carl Boettiger, the organizer of the medical serv- 
ice of the Queens General Hospital and its first 
director. He died before he had an opportunity 
to put his project into operation. 


It was Dr. Boettiger’s belief that the clinical 
assistant visiting physicians should devote five 
years after their appointment towards qualifying ; 
first, for promotion to the grade of assistant visit- 
ing physician which is the next higher grade; and 
second, to be specialists in internal medicine. 


The duties of the clinical assistant visiting phy- 
sician should be to man the general medical clinics, 
to acquire the technique of ward service by 
periods ef duty in the wards under the direction 
of the assistant visiting physician, and to com- 
plete their education in internal medicine by fol- 
lowing the course as outlined hereinafter. 


First Year Service 


First Six Months—General Medicine 
1 General medical clinic—two days weekly— 
20 weeks 


2 Medical ward—daily—6 weeks 


Second Six Months—Clinical Pathology 
1 Orientation course in pathological laboratory 
Technique of routine methods in use in 
clinical pathology—daily—4 weeks 


2 Supervision of ward clinical pathology—daily 
—18 weeks 

Supervision of ward laboratories 
Instruction of interns in technique 
Liaison between wards and _ pathological 
laboratory (correlation of ward and gen- 
eral laboratories) 
Study of literature and trying out of new 
methods 
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Presentations at division conferences and 
at clinical pathological conferences—This 
work to be done under the supervision of 
his visiting physician and the director of 
the laboratory. 


Second Year Service 


First Six Months 


1 General medical clinic—2 days weekly—20 
weeks 


2 Orientation course in radiology— 
Principles of interpretation and fluoroscopy 
—2 days weekly—4 weeks 


3 Gastro-intestinal clinic—2 days weekly—16 
weeks 
Special records and methods 
Special clinical pathology 
Fluoroscopy and radiographic interpreta- 
tion 
Special pathology 


4 Medical ward service (Gastro-intestinal 
cases) —daily—6 weeks 


Second Six Months—General Pathology 
1 Attendance at necropsies 


Detailed study of gross pathological material 


2 
3 Technique of preparing necropsy protocols 
4 


Study and report on microscopic examination 
of tissues 


Correlation of post-mortems with clinical 
work in the wards 


Preparation of pathological material for pres- 
entation— 

Museum specimens 

Photographic reproductions 


The discussion of pathological material at di- 
visional conferences and clinical pathological 
conferences 
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Third Year Service 
First Six Months 
1 General medical clinics—2 days weekly—20 
weeks 


2 Ward service—medical ward—heart cases 
only—daily—6 weeks 


3 Cardiac clinic—2 days weekly—20 weeks 


Second Six Months 
1 Medical ward service including tuberculosis 
service—daily—20 weeks 
Special records and methods 
Fluoroscopy and radiograph interpretation 
Special pathology 
Technique of special therapeutic measures 


Fourth Year Service 
First Six Months 
1 General medical clinic—2 days weekly—20 
weeks 
2 Ward service daily—medical ward—diabetic 
cases only—6 weeks 
3 Diabetic clinic—2 days weekly—20 weeks 
Special records and methods 


Special clinical pathology 
Diets and other therapeutic measures 


Second Six Months 
1 Neurological clinic—twice weekly—20 weeks 
2 Ward service—neurological and psychiatric 
cases only—daily—6 weeks 
3 Psychiatric clinic—twice weekly—20 weeks 


Fifth Year Service 
First Six Months 
1 General medical clinic—2 days weekly—20 
weeks 


2 Ward service, medical wards—daily (allergy) 
—6 weeks 


3 Allergy clinic—twice weekly—20 weeks 


Second Six months 
1 Choice of communicable diseases 
Dermatology 
Medical ophthalmology 
Tumor or any other special service will be 








allowed by a qualification committee which 
should be formed to administer this plan. 


The qualification.committee should be selected 
from among the visiting and associate visiting 
physicians with the director of medicine as chair- 
man. This committee should make the necessary 
inter-departmental arrangements. 


At some period during the five years, clinical 
assistants should be assigned a subject for spe- 
cial study or they may elect such subjects with 
the approval of the visiting physician and the 
chief of the special clinic involved. On the com- 
pletion of the work, it should be expected that a 
paper will be prepared which, on the recommenda- 
tion of the visiting physician, will be read before 
some association organized for the study of prob- 
lems in internal medicine. 


The heads of the various special clinics and the 
directors of the various services participating in 
the course of instruction will make regular re- 
ports to the visiting physician as to the regularity 
of attendance and the character of the work done 
by the clinical assistant visiting physician. These 
reports will form part of the efficiency record of 
the student. 


In addition to scheduled work, the following 
routine periods are required: 


Grand rounds weekly 
Medical conferences monthly (10 months) 
Clinical pathological conferences semi- 
monthly (10 months) 


The work required by this course will take a 
minimum of three to four hours from the student 
daily and need not interfere with his private prac- 
tice. Daily means except Saturday and Sunday 
on all but ward duties. Ward duties mean daily. 


The schedule allows two months during the 
summer, July and August, free from conference 
duty and one month free from all duties. 


A course of study such as outlined, intelligently 
administered, will develop in the institution, a 
group of teachers and well trained clinicians who 
will feel amply repaid for the drudgery of many 
routine clinic and hospital tasks. 
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SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to HOSPITALS is $2.00, and is included in the payment of 
annual dues for each institutional and personal member of the Association. Members may 
order additional subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to those who are not members of the Association is 


Single copies may be secured for 30 cents a copy. 








July, 1939 





















When the Dietitian Buys Food for the Institution 


GRACE BULMAN 


son who can cook, a scientist, an economist, a 

psychologist, a teacher, an executive, a hotel 
steward, and above all, a diplomat.” These vari- 
ous attributes will stand her in good stead when 
she purchases institution food. Her ability to cook 
will enable her to visualize each item through the 
stages of preparation and serving, thus aiding her 
in the selection of suitable items. As a scientist, 
she will provide food to protect the nutritional 
requirements of her patrons. As an economist she 
will spend the food budget wisely and maintain 
satisfactory cost control procedures. As a psy- 
chologist she will have better understanding of 
those from whom she selects food, as well as those 
for whom she selects food. As a teacher she will 
promote good food habits among her patrons, in 
addition to constantly instructing employees in 
her department. As an executive she will direct 
the procurement of supplies to obtain desired qual- 
ity and quantity. As a hotel steward she will see 
that the food items are prepared and served satis- 
factorily with a minimum of waste. Her skill as 
a diplomat will be revealed in her dealings with the 
salesmen from whom she buys or does not buy, 
and in her daily contacts with those in her insti- 
tution who are concerned with the procurement, 
use, and consumption of food supplies. Thus the 
degree to which she perfects her ability in each 
role, will in large measure, determine the dieti- 
tian’s success as a buyer of institution food. 


[’ has been said that “a dietitian must be a per- 


How the Dietitian Controls the Food Budget 


Whether she does the actual buying or whether 
she places requisitions with a purchasing agent, 
as is often done in multiple units having a central 
purchase system, she still controls the food bud- 
get through the amount and kind of food bought. 
This is no small responsibility when food is the 
largest single item of expense in the institution 
budget, often amounting to a third of the total 
money spent. In carrying this responsibility, the 
dietitian is obligated to provide the best value in 
food for the money expended, to meet the nutri- 
tional requirements and tastes of the groups 
served, and to make her accomplishments accept- 
able to the management. If she is not the pur- 
chasing agent, there must be very close coopera- 
tion between her department and the purchasing 
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division in order that these three obligations on 
the part of the dietitian may be fulfilled. 


Effect of Inefficiency in Food Buying 


Buying the food may be considered the first 
procedure in the operation of dietary service. 
Inefficiency there is likely to be felt not only in 
the dietary department itself, but throughout the 
institution. One pound of low grade butter may 
bring complaints from groups of patients or per- 
sonnel, while a delivery of small knotty potatoes 
will delay vegetable preparation, increase waste 
and raise the food cost. To buy efficiently necessi- 
tates knowledge of food, both raw and ready to 
serve, knowledge also of the food needs of the 
institution, of the tastes of the patrons, market 
conditions, familiarity with standard containers 
in which items are purchased, and storage facili- 
ties for the care of supplies after delivery. In 
addition, it is essential that the buyer know the 
amount of the annual food budget, and apportion 
it carefully throughout the year so as to keep 
within bounds. 


The amount of the budget is determined chiefly 
from the expenses of the previous year with due 
consideration for changes in population, in mar- 
ket conditions and anticipated new expenses. 
Simple accurate records of all food expenditures 
are vital to cost control in the institution. The 
cost accounting procedures in use must be thor- 
oughly familiar to anyone who is responsible for 
purchases. Even though the accountant prepares 
the financial report of the food department, the 
director of that department should be able to 
interpret the report in terms of service rendered. 
The finacial report is a pulse that indicates all 
is well only so long as it beats regularly. The 
dietitian must keep close watch for irregular 
beats. Any fluctuation in the cost records that is 
not due to market prices, bears very careful check 
in her department. The meal planning, handling 
of supplies, supervision and control of food prep- 
aration, the service and the waste should receive 
her immediate attention, in order to find out and 
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eliminate the cause of the fluctuation in food costs. 
The use of standard recipes at carefully calculated 
unit costs and the maintenance of daily food cost 
records are invaluable to her in preventing wide 
variations in expenditures from day to day. 


Five Main Groups of Food Items 


As a means of giving assurance that nutri- 
tional requirements are met in the purchas- 
ing of food supplies, determination may be made 
of the proportion of the food budget to be spent 
on each of five main groups of food items. The 
nutritional grouping of foods usually provides for 
vegetables and fruits in one group, milk and cheese 
in another, meat, fish and eggs in a third, bread 
and cereals in a fourth, with fats, sugars, other 
groceries and food adjuncts in a fifth. Although 
authorities may differ on the part of the food 
money to be spent for each class of supplies, if 
the recommendation of nutrition experts are fol- 
lowed, the food budget will be divided into five 
approximately equal sections, and one-fifth more 
or less spent regularly on each group of items to 
insure an adequate balanced diet. 


The amount of the food budget will have an im- 
portant bearing upon the character of the menu. 
In providing an adequate diet at minimum cost, 
grain products, dried legumes and potatoes will 
predominate, with milk and other dairy products, 
meats, green vegetables and fruits limited more 
or less to amounts essential in the maintenance 
of health. A more generous food allowance makes 
it possible to furnish more liberal amounts of 
milk, lean meat, fish and eggs, and to increase 
the variety of vegetables and fruits, thus provid- 
ing for more abundant health and satisfaction. 
Needless to say, the more generous the food bud- 
get, the easier to furnish pleasing meals. The 
lower the food allowance, the greater the chal- 
lenge to the dietitian. She must provide an ade- 
quate diet and it must be acceptable to the groups 
served. Their tastes will have an important bear- 
ing upon her selection of food items and she will 
give continual attention to the popularity or un- 
popularity of products served. Failure to note the 
tastes of the group may result in unnecessary 
waste of food and the accumulation of surplus 
stocks in addition to dissatisfaction from the 
patrons. 


Influence of Food Habits 


The food habits of the group will guide the 
dietitian’s selection of many staple items. These 
habits will determine whether she may substitute 
rice or hominy for potatoes at frequent intervals, 
particularly when potatoes are high and scarce, 
how often she may serve fish, and whether she 
may buy black-eyed peas under any circumstances. 
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She must keep abreast too of changing trends in 
food habits. If there had been dietitians in ancient 
days when the hedgehog was a most pleasing tid- 
bit, when dogs were regarded as equal to chicken, 
and pork was considered the “least digestible of 
animal meats, fit only for artisans and athletes,” 
the menus would have differed greatly from those 
planned by dietitians today. It was not until three 
generations ago when a brave New Englander ate 
a tomato and did not die that this popular vege- 
table became a part of the American menu. Nowa- 
days the progressive dietitian purchases tomato 
juice to provide variety in breakfast fruit juices, 
and in the appetizers for luncheon and dinner as 
well. 


Important Factors Influencing the Selection 
of Foods 


Other factors that influence the selection of 
food items to be purchased are the availability on 
the market, seasonal prices, the purpose for which 
the item is intended, and the facilities for prepara- 
tion in the dietary department. 


Availability on the local market is becoming 
less and less of a problem as modern scientific 
methods of crop production, improved transpor- 
tation and storage facilities make it possible to 
obtain a generous variety of food items at rea- 
sonable prices throughout the year in almost any 
locality. There is often a seasonal price advantage 
too, on home grown fruits and vegetables at the 
height of the season, and the dietitian will give 
this factor consideration in planning menus. Like- 
wise, she will keep abreast of market conditions 
and prices throughout the country, and will find 
the market reports of the Department of Agri- 
culture most helpful in providing current informa- 
tion along this line. 


Even though scientific progress has improved 
the distribution of products and made more uni- 
formity in prices possible, there can be serious 
disturbances of nature that will affect crop pro- 
duction and thus influence the dietitian’s selection 
of food. Floods and droughts, wind and hail 
storms, sudden drops in temperature, insect dam- 
age, all take their toll on food production. A short 
time ago, the hurricane that swept the Northeast- 
ern coast of the United States, destroyed Long 
Island duck farms and was reflected in the scarcity 
of roast duck on holiday menus in Eastern insti- 
tutions. 


Food Selection and the Adequacy of Its 
Preparation 


To a certain extent the dietitian’s selection of 
items to be purchased will be influenced by the 
adequacy of facilities for preparation in her de- 
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partment. Lack of space or suitable equipment 
may be the deciding factor in the buying of ice 
cream or bakery supplies, instead of preparing 
them in the institution dietary department. Like- 
wise, a shortage of personnel to shell peas may 
necessitate the selection of the canned or quick 
frozen product when the fresh article in season 
could be obtained at less cost. 


A most important consideration in the selection 
of food supplies is the purpose for which they are 
intended. This is closely interwoven with the 
question of quality that is so vital to a dietitian’s 
success. Regardless of budget limitations, short- 
age of personnel or equipment, or any other prob- 
lem that handicaps the dietitian’s work, the cru- 
cial test of her efficiency will be the quality of the 
food she serves. Before buying she will determine 
the quality that should be procured according to 
the way it is to be used. In many instances she 
will buy more than one quality of the same item. 
Apples of one grade will be purchased for baking, 
and of another for sauce. The same is true of eggs 
for poaching or for other cooking purposes, of 
canned fruits and vegetables to be served in uni- 
form sections, or to be cut up in salads. Thus it 
is not the highest quality from the standpoint of 
cost that serves as a criterion for the institution 
buyer, but rather the best quality for the purpose 
intended. 


Prevention of Waste 


The factor of prime importance in the control 
of food costs and the prevention of waste is the 
determination of the exact quantity needed. The 
experienced buyer tends to under-buy, with dis- 
cretion of course, rather than to over-buy. She will 
thus avoid having left-over fish to use the second 
day. On the other hand, she will not risk any 
scarcity of turkey for Thanksgiving dinner. When 
suitable storage space is available, it may be ad- 
vantageous to purchase from six months to one 
year’s supply of staple items at a time, but this 
will be done after careful estimation of needs for 
the period involved. Canned goods will not be 
purchased in quantities for more than one year. 
As a rule if stocks are kept low, spoilage and 
deterioration may be avoided and opportunity fur- 
nished to make use of seasonal changes in the 
menu. The buyer’s estimates of amounts may 
mean the difference between operating safely 
within a budget or “going in the red” on food 
costs. 


Specifications for Food Buying 


Wise buying requires the development of speci- 
fications for every item. The established Federal 
grades on all food items commonly purchased, will 
serve as an excellent guide in setting up specifica- 
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tions. After determination is made of the grade 
or grades for each product to meet the institu- 
tion’s needs, the specifications should be prepared 
so as to contain accurate descriptions of the grades 
desired. In buying canned foods, if the finest fruit 
or the most succulent, tender vegetables are re- 
quired, the specifications will cover U. S. Grade A, 
designated as “Fancy,” while if a high grade prod- 
uct, but not the finest, will meet the needs of the 
institution, the specifications will provide for 
U. S. Grade B, or “Choice.” Again, if a less care- 
fully selected, but equally wholesome product will 
be satisfactory, U. S. Grade C, known as “Stand- 
ard,” will be specified. In preparing meat specifi- 
cations, although only one grade may be specified, 
different cuts will be used for different groups in 
those institutions where menus at more than one 
cost level are furnished. The question of purchas- 
ing commercial cuts or whole carcasses will also 
enter into the preparation of meat specifications. 
There is difference of opinion regarding the eco- 
nomic advantages of each, depending upon various 
factors. At the present time the tendency seems 
to be for the larger institutions to buy carcass 
meats and the smaller ones commercial cuts. 


In preparing specifications net yields should be 
considered as an integral part of the quality de- 
manded. A loosely packed product at a low cost 
may prove much more expensive in the final count 
of actual servings than a well packed one. Cus- 
tomary procedure in large quantity buying is to 
submit the specifications to four or five reliable 
packers or distributors and accept the lowest bid, 
quality being equal. When samples accompany the 
bids, they are usually scored by a committee, 
including the purchasing agent and dietitian, if 
a dietitian does not buy the food. The Federal 
system of grading, using the standard score sheets 
or some modification of them, is widely used. 
Whether open market or contract purchases are 
made will be determined largely by the type of 
items, the quantity required, and the policy of the 
institution. 


Perishable Supplies 


Deliveries of perishable supplies, except for such 
items as bread, milk, and cream that must be re- 
ceived daily, are usually made from one to three 
times a week according to market conditions and 
storage facilities, while staple items may be deliv- 
ered monthly, quarterly, or in some instances, 
yearly. In open market buying and particularly 
when purchasing for a small institution, the wise 
buyer will guard against the practice of distribut- 
ing the market orders among too many dealers. 
Any advantage to be gained from competition may 
be defeated by lack of interest on the part of 
the firms in purchases too small to offset cost of 
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delivery. The best results obtain when a spirit of 
confidence is established between the institution 
buyer and a limited number of reliable dealers 
who are interested in furnishing the quality and 
quantity required, and who are willing to make 
deliveries at designated times when the supplies 
may be properly checked. 


To insure receipt of the quality and quantity 
specified, it is essential that the receiving em- 
ployee be thoroughly familiar with the specifica- 
tions and able to judge whether items meet re- 
quirements. Scales should be kept in perfect con- 
dition and supplies bought by weight carefully 
weighed at time of delivery. Even though eggs 
are bought by the dozen, it is advisable to weigh 
cases of them taken at random from a delivery in 
order to check on size. Containers should be in- 
spected and the uniformity and condition of the 
contents noted. Items that fail to meet specifica- 
tions should be rejected. Waste may be caused by 
acceptance of poor quality of food as easily as it 
may be caused by short weights or measures. 


Handling and Storage of Food 


The proper handling and storage of food after 
it is received is also important in preventing 
waste. Dampness and humidity in storerooms 
should be eliminated as well as moisture in refrig- 
erators. There should be proper temperature con- 
trol in all refrigerated sections, regulated to suit 
the type of products placed in each. If apples 


must be stored where there may be spoilage be- 
fore use, or potatoes where they will sprout read- 
ily, any price advantage on a large quantity pur- 
chase will be lost. To avoid such situations the 
individual who purchases food for the institution 
must know the size and condition of storage facil- 
ities available. 


After the food supplies have been properly re- 
ceived and stored, there remain the processes of 
preparation and service. The quality of the items 
purchased will be reflected in the quality of the 
finished products and will be the final measure of 
successful buying. 


In brief, the dietitian who buys institution food 
will select suitable items for the nutritional needs 
and tastes of the group. She will provide these 
items in proper amounts and at cost levels in 
keeping with budget requirements. She will es- 
tablish standards of quality for each item accord- 
ing to the purpose for which it is intended and 
will see that deliveries meet specifications. She 
will welcome sufficient competition among bid- 
ders to get the best value for the money expended. 
She will maintain proper cost control procedures, 
and will provide for satisfactory storage and use 
of the supplies. Most important of all, through 
the food she selects and serves, she will develop 
better daily habits of food consumption in her 
institution group and thus contribute to the na- 
tion’s aim for better nutrition for the entire 
population. 
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Meetings of State Associations for 1940 


The following state associations have decided 
on the dates for their 1940 meeting and have for- 
warded this information to us: 


Texas State Hospital Association 
February 22-24, San Antonio 


New England Hospital Association 
(Massachusetts, Rhode Island, Vermont, Maine, 
Connecticut, and New Hampshire) 
March 7-9, Boston, Massachusetts 


Mississippi State Hospital Association 
March 27, Edgewater Gulf 


Southeastern Hospital Conference 
(Florida, Georgia, Alabama, Mississippi, and 
Louisiana) 
March 28-30, Edgewater Gulf, Mississippi 


Ohio Hospital Association 
April 2-4, Columbus 


Association of Western Hospitals 
(California, Oregon, Utah, Washington, Idaho, 
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Wyoming, New Mexico, Nevada, Arizona, 
British Columbia, and Montana) 
April 8-11, Los Angeles, California 


Carolinas-Virginias Hospital Conference 
(Virginia, West Virginia, North and South 
Carolina) 
April 5-7, Winston-Salem, North Carolina 


Mid-West Hospital Association 
(Arkansas, Colorado, Kansas, Missouri, and 
Oklahoma) 
April 25-26, Kansas City, Missouri 


Tri-State Hospital Assembly 
(Illinois, Indiana, Wisconsin, and Michigan) 
May 1-3, Stevens Hotel, Chicago 


Hospital Association of Pennsylvania 
May 8-10, Pittsburgh 


Hospital Association of the State of New York 
May 22-24, Buffalo 








Institutes for Hospital Administrators 


for Hospital Administrators under the spon- 

sorship of the American Hospital Associa- 
tion and affiliated hospital organizations at the 
University of Chicago seven years ago, similar 
institutes have been established at different uni- 
versities in other parts of the country under the 
sponsorship and direction of the American Col- 
lege of Hospital Administrators. The value of 
this refresher course to the administrators of our 
institutions and other hospital personnel has been 
well established, and each year upwards of 1,000 
hospital people have registered for these courses 
at the different institutes which have been estab- 
lished. 


The success of the Institute conducted at Stan- 
ford University in August, 1938, has been dupli- 
cated in the fine Institutes conducted .each year 
at the University of Minnesota. During June, an 
institute for hospital administrators was con- 
ducted at Columbia University for the first time. 
This course has just been completed and was one 
of the most intensive instructional programs 
which any of our institutes ever established. 


The Cornell Institute: From July 10 to 22, 
Cornell University will conduct a two weeks’ 
course in hospital operation under the leadership 
of Dr. Joseph C. Doane, superintendent of the 
Jewish Hospital of Philadelphia, and Dr. 
Nathanial W. Faxon, director of Massachusetts 
General Hospital, Boston. The course will in- 
clude a study of the operation of the modern hos- 
pital, with lectures and round-table discussions 
based on actual problems. Among the topics to be 
treated will be: Hospital Organizations; Organi- 
zation of the Medical Staff; Hospital Inventories ; 
The Dietary Department, The Housekeeping De- 
partment, Maintenance of Property, The Hospital 
Laundry; Hospital Accounting and Collections; 
The Nursing Department, Technique of Making 
Rounds; The Boards of Trustees; Hospital 
Ethics; and Hospital Intangibles. 


S: CE the establishment of the first Institute 


The Duke University Institute: The first 
Southern Institute for Hospital Administrators 
will open at Duke University, Durham, North 
Carolina, July 31 to August 11. This institute 
will be conducted by the American College of Hos- 
pital Administrators cooperating with the Caro- 
linas-Virginia Hospital Conference and other hos- 
pital organizations, and the University of North 
Carolina and the Duke University. The seminars 
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will cover the important phases of hospital work, 
with the following subjects and speakers: “The 
Future of Hospital Administration in the South,” 
W. S. Rankin, M.D.; “Fundamentals of Hospital 
Organization,” James A. Hamilton; “Factors Af- 
fecting Distribution of Physicians and Hospitals 
in the South,” Wilburt C. Davidson, M.D.; “Ac- 
counting and Statistics,” Graham L. Davis; 
“Laundry and Linen Control,” Sample B. For- 
bus; “Legal Aspects of Hospital Administration,” 
John 8. Bradway; “Nursing Education and Nurs- 
ing Service in the South,” Carrie M. Woods, 
R.N.; “Medical Social Work,” Perry Gibson; 
“Plant Modernization, Maintenance and Opera- 
tion,” Lewis E. Jarrett, M.D.; “Medical Records,” 
Jessie Harned; “The Medical Staff and Its Ad- 
ministrative Relationships,” Robert A. Ross, 
M.D.; “Purchasing,” W. W. Irwin; “Administra- 
tive Aspects of Roentgenology, Pathology, and 
Special Therapy Departments,” Robin C. Buerki, 
M.D.; “The Clinical and Pathological Laboratory 
in the Small Hospital,” Wiley D. Forbus, M.D.; 
“Relationship of the Hospital to Public Health,” 
“Competition Among Hospitals,” Malcolm T. Mac- 
Eachern, M.D.; “Some Aspects of Medical Econ- 
omics,” F. V. Altvater; “Significance of Group 
Hospitalization to the South,” Abraham Oseroff; 
“Administrative Problems of the Small Hospital,” 
Macie N. Knapp, R.N.; “Food Service,” Mrs. J. H. 
Martin; “Admitting and Collecting Procedures,” 
F. Ross Porter. 


The evening sessions will consist of round table 
conferences and panel discussions and will be held 
on five of the twelve evenings during the institute. 
These conferences and discussions will afford the 
student an opportunity to present his own individ- 
ual problems as well as questions and problems 
arising out of the lectures and demonstrations 
during the day. The lectures and instructors at 
the seminars will lead and participate in these 
round table discussions. 


The series of demonstrations in hospital oper- 
ation will be staged at the hospitals in Durham, 
Raleigh, Sanford, Pinehurst, Fayetteville, and 
Asheboro. This institute will attract a large reg- 
istration of the hospital administrators and per- 
sonnel in the southeastern states. It is a fine 
program, well balanced and well arranged, and 
will be held on the beautiful campus of Duke Uni- 
versity where arrangements have been made for 
the board and room for the registrants. 
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Study in Economies 
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~ TOTALCOSTOF ITEMS DISPLAYED: - 
1938-1939 $38,662.22 


Dr. H. A. Haynes, Director of University Hospital, Ann Arbor, Michigan, has arranged this interesting exhibit of nursing 

supplies, together with the amounts used and their cost. The exhibit, when finished, was placed in the Administration Offices, 

and the supervising nurses of each unit were called in to discuss the economy and the use of these supplies. The exhibit 

was then sent to each nursing unit for a period of two days, during which time it was explained to the interns, graduate 

nurses, student nurses, ward clerks, ward helpers, and orderlies. The resulting economy following this exhibit demonstrated 

its practical value, and the decrease in the cost of these supplies was very encouraging. The expenditures represent the 
period from July 1, 1938, to June 1, 1939, with estimates to July 1, 1939. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 


Hospital Responsibility for Service to Subscribers 


The hospital service benefits of a non-profit 
hospital service plan should be guaranteed by 
the member-hospitals, through definite con- 
tractual agreements which are equitable and con- 
sistent with respect to the rights and obligations 
of the subscribers, the plan, and the hospitals. 
This standard is necessary to protect the inter- 
ests of four million subscribers, and is the cor- 
nerstone of the approval program of the Com- 
mission on Hospital Service. The requirement 
is fundamental, not accidental. 


The assumption of economic responsibility by 
the member-hospitals is the essence of the hospi- 
tal service plan movement. Without this feature, 
the plans cannot be differentiated clearly from 
stock or mutual assessment insurance companies. 
Without such a provision they are less able to 
protect the interests of subscribers over a period 
of emergency than a reputable private insurance 
company, which maintains an adequate surplus 
reinforced by capital stock or the privilege of 
assessment upon policy-holders. The primary 
purpose of exempting hospital service plans from 
stock or assessment requirements is to permit 
group hospitals to underwrite the services of a 
plan which enrolls subscribers in its own com- 
munity. 

Need for Sound Management 


Member-hospitals are the “endorsers” for the 
obligations of a hospital service plan. As such, 
they are entitled to a voice in the establishment 
of administrative policies and procedures. Their 
judgment and counsel should be considered before 
the adoption of rates, benefits, and enrollment 
procedures. It is a truism of private business and 
banking credit that the borrowers who obtain 
guarantors most easily are those least in need of 
such guaranty. No co-signer of a promissory note 
“expects” to be called on for payment. If he did, 
he might better lend or donate the funds directly 
to the maker of the instrument. 


In the same manner, the member-hospitals do 
not “expect” to provide additional capital to, or 
accept reduced payments from, a hospital service 
plan. But they must be prepared to do so in 
case of emergency. Conversely, the management 
of a hospital service plan has a responsibility to 
protect the hospital guarantors from financial 
loss. 


In the short run, a hospital service plan should 
pay hospitals the agreed rates for services ren- 
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dered, and accumulate surplus adequate to meet 
a sudden or gradual increase in the demands by 
subscribers. In the long run, the payments to 
hospitals should meet the full costs of service, 
or at least a greater portion than would have 
been met if the hospitals had accepted the same 
subscribers as regular patients. 


Reputable insurance companies are now Offer- 
ing group hospitalization expense policies, which 
challenge the claim that non-profit hospital ser- 
vice plans provide the subscriber ‘more for his 
money.” But hospitals are not mere vendors of 
insurance or hospitalization. They are instru- 
ments of public service, owned by the public 
through philanthropic organizations or political 
units. The clock cannot be turned back. Hospi- 
talization will not become a private commodity, 
to be withheld from those who cannot or do not 
pay hospital bills or commercial insurance pre- 
miums. 


Recent Legislation 


State governments have recognized the special 
nature of hospital service plans through the en- 
abling legislation of the past several years. “Hos- 
pital responsibility” is a statutory requirement 
in the state of Maryland, Ohio, Michigan, and 
Wisconsin; it is required through administrative 
regulations by the insurance departments of many 
other states, notably, Massachusetts, New York, 
Pennsylvania, Illinois, Alabama, and California. 
Plans elsewhere have adopted this feature in the 
interests of the public. Unless economic respon- 
sibility is assumed by member hospitals, they have 
no sound basis for sponsoring the movement, and 
the American Hospital Association is not justi- 
fied in recommending plans to the general public 
through an “approval” program. 


The approval program is constructive, not puni- 
tive. It supplements, rather than supplants, the 
requirements of state departments of insurance 
or other types of government control. The 
“standards” are intended to strengthen the indi- 
vidual plans through economically and actuarially 
sound procedures, and to expand this field of 
public service under private non-profit leadership. 

Cc. 8. T 


In Print 


Best’s Insurance News for June, 1939, con- 
tains an article on Voluntary Hospital Associa- 
tions by Louis H. Pink, New York State Insurance 
Commissioner. 
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In the Accident and Health Review for June, 
it is announced that the Peerless Casualty of 
Keene, New Hampshire, is abandoning hospitali- 
zation insurance becasue of “the chaotic condi- 
tion in that particular field.” This company an- 
nounces that a decision to return to this field 
will depend “on whether conditions will permit 
underwriting of this class on a profitable basis.” 

The Hospital Service Association of Toledo 
has just issued an attractive blue pamphlet which 
summarizies the achievements of that organiza- 
tion during its first year and serves as a first 
annual report. 

All member hospitals of Associated Hospital 
Service of Massachusetts were furnished with a 
suggested news release regarding National Hos- 
pital Day by the public education department of 
the Blue Cross Plan. 

Report of the Hospital Insurance Committee 
of the Health and Accident Underwriters Con- 
ference, Chicago, dated January, 1939, is an 
appraisal of non-profit hospital service plans and 
commercial hospitalization policies. 


News Briefs from Plans 


The Hospital Service Corporation of Western 
New York is now doing its own printing of forms 
and promotional literature. The cost of the ma- 
chine which they have purchased will be amor- 
tized in three years, and has resulted in a saving 
of forty per cent over their former printing 


expenses. 
* * * 


After seven months’ experience, the Rochester 
Hospital Service Corporation on May 26, decided 
to discontinue enrolling individuals in the hospi- 
tal plan. 


* * % 


Hospital Service Association of Pittsburgh cele- 
brated its 100,000 enrolled subscriber at dinner 
in the Hotel Schenley, Tuesday, May 23, 1939. 
Two hundred dinner guests heard speeches in 
praise of the plan by Dr. George R. Harris, Sec- 
retary of The Allegheny County Medical Society, 
Gordon Huth, Assistant Director of Industrial 
Relations of United States Steel, and Abraham 
Oseroff, secretary of the plan. 

* * * 


More than 1,000 rural residents of southern 
St. Louis County, Minnesota, are now enrolled 
in Minnesota Hospital Service Association of 
Duluth, having joined through rural clubs spon- 
sored by the County Club and Farm Bureau 
Association. 

ok * Bo 

Hospital Service Corporation of Western New 

York, in an attempt to make their directorate 
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more representative of the subscribing public, is 
now conducting a campaign among their sub- 
scriber groups requesting them to name a repre- 
sentative to attend a central meeting of delegates. 
At this central meeting (date not yet set) there 
will be opportunity for suggestions and criticisms 
of the service and an election of one from among 
the delegates to the Board of Directors of the 
Corporation. This program is being carried out 
in Niagara County where one director will be 
secured, and in all the rest of their territory 
where one will be secured. 


* * * 


Dr. Frank Hammond, attending surgeon at the 
Woodlawn Hospital, Chicago, has been named 
medical director of Plan for Hospital Care. He 
will be concerned chiefly with the administration 
of benefits to members through the hospital 


department. 
* * * 


Earl R. Sweet, executive director of Group 
Hospital Service of Kansas City, reports that the 
employees of the General Foods Sales Company 
are being enrolled on payroll deduction. The 
authorization for the deduction came from the 
main office in New York and is the first the com- 
pany has made in favor of non-profit hospital 


care plans. 
* * * 


Reports from Associated Hospital Service of 
Southern California indicate that their Board of 
Directors have passed, and their member hospi- 
tals agreed to a ruling which permits them to 
charge back to member hospitals any cost of 
caring for subscribers enrolled through hospital- 
employee groups which exceeds 75 per cent of 
income. The daily rate of payment to member 
hospitals has been changed to a straight $7.00 
effective June 1. Formerly hospitals were paid 
$8.00 per day for the first 10 days of care in any 
one illness and $6.00 for the remaining days pro- 
vided in the contract. 


Miscellaneous 


Ada Belle McCleery, superintendent of the 
Evanston Hospital, Evanston, Illinois, all of 
whose employees are enrolled for coverage in 
Plan for Hospital Care, reports that during the 
first year of coverage, Evanston Hospital is $280 
ahead of what they would have spent for em- 
ployees’ hospitalization in former days. Money 
received from Plan for Hospital Care paid about 
half the costs of hospitalizing these subscribers, 
but the Hospital feels the education given to new 
student nurses (who must pay their own sub- 
scriptions to the Plan) is invaluable. According 
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to Miss McCleery, most graduate nurses have 
gone out into the world with the fixed idea that 
“their own” hospital owed them their medical 
and hospital care. Assumption of the responsi- 
bility of paying for membership in local hospital 
service plans by student nurses helps to change 
this unfortunate idea. 
% 


The Chicago Medical Society now offers its 
membership hospital and sanatarium care 
through $10 a year policies in the Federal Life 
Insurance Company of Chicago. 


* * * 


Dr. Otto P. Geier of the Cincinnati Milling 
Machine Company and president of the recently 
organized Group Hospital Corporation of Cin- 
cinnati presented a discussion on “Group Hospi- 
tal Service as a Factor in the Medical Care of 
Employees” at the National Metal Trades Asso- 
ciation convention in Chicago on May 25. Prior 
to the convention, he circularized the membership 
of the National Metal Trades Association with a 
questionnaire concerning their knowledge and 
interest in the group hospitalization movement 
and their desire to have their employees covered 
by such a plan. The Commission on Hospital 
Service has the results of this questionnaire- 
survey. 

* * * 

It has just been announced that the General 
Motors Corporation, with over 200,000 employees 
in the United States and Canada, has made 
arrangements with the Metropolitan Life Insur- 
ance Company for coverage of its employees 
against hospital and surgical costs. 

* * * 


The Yawman & Erbe Manufacturing Company 
has just made a complete survey of office pro- 
cedures in the Rochester Hospital Service Asso- 
ciation, and has now established a system-service 
department specializing in hospital service plan 
office routines. 


Expanded Benefits 

Hospitals which have recently become partici- 
pating members of approved hospital service 
plans are as follows: 

The Beebe Hospital of Lewes, Delaware, and 
the Kent General Hospital, Dover, Delaware, in 
Group Hospital Service, Inc., of Delaware. 

The Lee Hospital, Fayette, Missouri, and the 
Putnam Memorial Hospital, Marceline, Missouri, 
in Group Hospital Service of Missouri. 

The Dixon Public Hospital, Dixon, Illinois, in 
the Northern Illinois Hospital Service, Inc., of 
Rockford. 

The Roselia Maternity Hospital of Pittsburgh, 
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Pennsylvania, in the Hospital Service Association 


of Pittsburgh. 
* 2k * 


The Hospital Service Plan of the Holston Val. 
ley Community Hospital, Kingsport, Tennessee, 
sent the following notice to subscribers: “In the 
judgment of the Executive Committee the accu- 
mulated surplus in the Hospital Service Plan is 
sufficient to justify remission of dues for all 
classes of members for the month of June, 1939, 
Accordingly no dues will be collected or deducted 
by employers for that month.” 

The Associated Hospital Service of Philadel- 
phia has opened an office in Norristown, Pennsy]- 
vania, at 508 Norristown-Penn Trust Company, 
to serve residents of Montgomery County. Allen 
D. Howland, enrollment representative and for- 
mer staff member of Germantown Hospital, Phil- 
adelphia, will direct enrollment in that area. 


* * * 


Intercoast Hospitalization Insurance Associa- 
tion has added the following services to its indus- 
trial group policy: x-rays and routine laboratory 
(urinalysis,, complete blood count, coagulation 
time and smears). All services under this new 
contract begin immediately except herniotomy, 
tonsillectomy, adenoidectomy and nasal septums, 
for coverage of which the causes must occur one 
year after membership is taken out. 


As of June 1, 1939, the Manitoba Hospital -Ser- 
vice Association of Winnipeg had enrolled 15,251 
persons and had hospitalized 310 of this number. 
The plan has already had to move its offices to 
larger quarters within the Lombard Building. 
Family rates in the Winnipeg plan are $1.00 a 
month, which provides full care to the subscriber 
and half of the cost of dependents’ hospitaliza- 
tion. Subscribers who cannot pay 50 per cent of 
the regular charge for semi-private care of wives 
or children may have their dependents admitted 
to semi-public wards. The Association will con- 
tinue to pay its agreed amount to member hos- 
pitals, and the subscriber will pay a sum to be 
arranged between himself and the hospital—not 
more than $1.00 per day. The hospital in this 
way will receive its per capita cost. 


Meetings 


Twenty-five hospital administrators from the 
Greater St. Louis area attended a meeting held 
in the offices of Group Hospital Service of Mis- 
souri on May 31. The meeting was called by 
Mrs. Edward J. Walsh, president of the plan, to 
determine means and methods of serving hospi- 
talized subscribers, to hear a report of progress 
from Ray F. McCarthy, and to inspect the offices 
and business machines of Group Hospital Service. 
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The New York State Conference of Hospital 
Plan Executives met in Buffalo on June 2. Pres- 
ent were Edward Evans, Albany; Carl Metzger, 
Buffalo; Robert Johnson, Jamestown; Mrs. C. 
Wheat, Geneva, New York; Frank Van Dyk, New 
York City; Sherman Meech, Rochester; W. W. 
Seymour, Syracuse; H. C. Stephenson, Utica; 
William Heslop, Watertown; C. Rufus Rorem and 
Charles C. Dubuar, principal actuary of the New 
York State Insurance Dept. 


* * * 


The Catholic Hospital Association, meeting in 
Milwaukee during the week of June 12-16, de- 
voted two closed meetings and one open session 
tc the subject of group hospitalization, presided 
over by Rt. Rev. Msgr. M. F. Griffin, member of 
the Commission on Hospital Service, and Rev. 
Alphonse M. Schwitalla, S.J., president of the 
Catholic Hospital Association. Speakers at the 
open session on the afternoon of June 16 were 
Ray F. McCarthy of St. Louis and John A. 
McNamara of Cleveland. 

* * * 


A meeting of the eastern hospital service plan 
executives was held at the Hotel Dennis in Atlan- 
tic City on Saturday, June 10, following the New 
Jersey Hospital Association convention. The fol- 
lowing executives as well as some members of 
their staffs were present: R. F. Cahalane, Bos- 
ton; M. Haskins Coleman, Richmond; J. D. Col- 
man, Baltimore; J. A. Durgom, Newark; E. J. 
Henryson, Washington, D. C.; Clement W. Hunt, 
Harrisburg; H. V. Maybee, Wilmington; Sher- 
man D. Meech, Rochester; William R. Lowe, Nor- 
folk; Abraham Oseroff, Pittsburgh; Frank Van 
Dyk, New York City; E. A. van Steenwyk, Phila- 
delphia. Dr. G. Harvey Agnew, president of the 
American Hospital Association, and Dr. R. C. 
Buerki, president of the American College of 
Hospital Administrators, were also present dur- 
ing part of the sessions. 


Commission on Hospital Service Activities 


A meeting of the Commission on Hospital Ser- 
vice was held in New York on May 20, which 
authorized the revision and publication of the 
Fourteen Standards for Non-Profit Hospital Ser- 
vice Plans. These revised Standards will be avail- 
able in printed form after July 10, and will be 
used as criteria in approving or reapproving hos- 
pital service plans by the Commission. The list 
of these approved plans will appear shortly before 
the Toronto convention of the American Hospital 
Association. 


The following quotation from the revised 
Standards gives the present status of the approval 
program: 
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“The approval program includes several 
phases: (a) Temporary approval for a new 
plan upon the basis of evidence that a plan 
conforms in policy and procedure to the 
standards here enumerated; (b) Approvat, 
after a period of successful operation, based 
upon data indicating sound financial experi- 
ence and condition. Full approval is evi- 
denced by a formal certificate and permission 
to identify the plan by using the seal of the 
American Hospital Association superimposed 
upon a blue cross; (c) Reapproval, annually, 
based upon continued sound financial condi- 
tion and administrative policies; (d) Con- 
ditional approval, during a period when a 
plan, formerly approved, is adjusting policies, 
procedures or financial experience to con- 
formity with the standards.” 

* * * 

On May 27, the Insurance Investigating Com- 
mittee of a Specially-created Illinois State Sen- 
ate Investigating Committee, subpoenaed C. 
Rufus Rorem and directors of all non-profit plans 
in Illinois to appear in Springfield June 1. Out- 
come of the investigation was the introduction 
of amendments (suggested by the Commission on 
Hospital Service) to the Illinois enabling act to 
place hospital service plans under full jurisdic- 
tion of the state insurance code. 


Council on Hospital Service Plans 


During the past month, Memoranda No. 3 and 
No. 4 of the Research Program, dealing with 
recent experience in the New York City plan and 
study of flat-rate payment arrangements, have 
been sent to all service plan directors. Beginning 
July 1, research bulletins will be released only 
to plans which are participating in the support 
of the program. 


On June 9, the Council on Hospital Service 
Plans met in Atlantic City and heard reports 
from the Accounting Committee, the Actuarial 
Committee, the Hospital Relations Committee, 
the Legislative Committee. Minutes of the meet- 
ing have been mailed to all service plan directors. 


The latest revision of Accounting Terms pre- 
pared by the Actuarial Committee was mailed 
on June 16 to all the plans, with a letter suggest- 
ing their use in preparing reports for approval. 
Extra copies of these Terms may be secured from 
the Commission. 


Exhibit books already prepared for use as a 
loan library by the Research program are those 
of the information leaflets from plans, and appli- 
cation cards. Books of subscribers’ contracts, 
hospital and subscriber bills, identification cards 
and tabulating cards will soon be ready for use. 
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State Relations 


M. F. STEELE, M.D. 


have so many problems confronted the 

Ohio Hospital Association which necessi- 
tated calling the State Relations Committee into 
session eleven times during the past year. 


Nowe in the history of the Association 


Industrial Commission 


Increased premium rates for hospital em- 
ployees: Effective July 1, 1938, the premium rate 
for hospital employees was advanced from 50 
cents to 60 cents as a base for each $100 of pay- 
roll. The State Relations conducted an investiga- 
tion of this increased rate with the Medical, Ac- 
tuarial and Safety Departments of the Industrial 
Commission; and after careful investigation and 
study it was found that the rates were increased 
for the following reasons: 


More liberal definition of injury as applied 
to your employees 

Increased maximum for temporary partial 
disability 

Increased minimum weekly wage benefit as 
applied to your employees 

Increased death benefits as applied to your 
employees 

Increase in medical costs as applied to your 
employees 


In this connection I may add, 50 cents is the 
lowest rate enjoyed by hospitals during the his- 
tory of the Commission; the rate has been as high 
as 80 cents per $100 of payroll. Bulletin 149 of 
the Ohio Hospital Association, issued October 12, 
1938, contains a comprehensive study of this in- 
vestigation. 


Industrial Commission Contract—1939: Late 
in December, 1938, the Industrial Commission 
submitted a copy of its proposed 1939 contract to 
the Ohio Hospital Association. This new contract 
proposed to request a blood test for syphilis on 
all industrial patients hospitalized, as a part of 
the report to the Industrial Commission. This 
blood test for syphilis together with a copy of the 
first physical examination record and _ history 
would be accepted by the Commission in return 
for a per diem contract rate of 1.8 per cent in ex- 
cess of the per diem cost. The Commission cal- 
culated that 1.8 per cent would be equivalent to 
the return of the 15 per cent discount after 21 
days. -A meeting of the State Relations Commit- 
tee was called immediately and after a careful 
study it was decided to have an attorney give the 
matter a thorough consideration, and accordingly 
under date of December 21, 1938, our attorney 
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completed his study of the contract and recom- 
mended on the basis of a Supreme Court decision 
rendered December 14, 1938, that our members 
should vote against furnishing this Wassermann 
for hospitalized industrial cases. The Supreme 
Court held the Industrial Commission has no 
authority to adopt or enforce a ruling relative to 
a claimant signing a waiver of rights. The Court 
further held that Section 11494 of the General 
Code protected the rights of the claimant as a 
privileged communication between patient and 
physician; and that the Industrial Commission 
could not establish a precedent in consideration of 
an application for workmen’s compensation and 
compel a claimant to sign a waiver. The advice 
of our attorney was forwarded to our member 
hospitals under Bulletin No. 154 under date of 
December 30, 1938. 


Request for the return of the 15 per cent: The 
State Relations Committee and the Board of Trus- 
tees in their separate meeting of February 1, 
1939, took action to approve a set of resolutions 
to the Industrial Commission requesting the re- 
turn of the 15 per cent discount after 21 days. 
The district meeting held in Cincinnati and Co- 
lumbus after February 1, and the district meet- 
ing in Cleveland, held prior to February 1, either 
approved or requested resolutions bearing on the 
return of the discount. These resolutions read as 


follows: 


THE ae HOSPITAL ASSOCIATION 
2620 A. I. U. TOWER 
COLUMBUS, OHIO 
RESOLUTION 

WHEREAS: Payment of Ohio hospitals in compensation 
cases by the Industrial Commission of Ohio was formerly 
made, within certain regulatory limits, at the annual per 
diem per capita cost as certified to the Industrial Com- 
mission each year by the State Department of Health; and 

WHEREAS: The per diem per capita cost of hospital 
care certified to the Industrial Commission by the State 
Department of Health is computed by dividing the total 
hospital operating expense by the total days of care for 
the year, including all patients without regard to days of 
hospitalization per patient; and 

WHEREAS: Any arbitrary deduction or discount made 
from the per capita per diem rate thus determined, in 
making settlement by the Industrial Commission with Ohio 
hospitals for hospitalization of compensation cases when 
the length of hospitalization exceeds 21 days, deprives said 
hospitals of reimbursement for operating expenses in- 
curred in the amount of such deduction or discount; and 

WHEREAS: The Industrial Commission of Ohio since a 
time when reserves were depleted, has made a percentage 
deduction on all days of hospitalization in excess of 21 per 
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patient in reimbursing said hospitals for operating ex- 
penses incurred in rendering hospital care to compensa- 
tion cases; and 

WHEREAS: Similar deductions made by the Industrial 
Commission, when reserves were low, in reimbursement of 
physicians for medical care of compensation cases have 
been discontinued for some length of time, notwithstand- 
ing the apparent necessity of increasing premium rates in 
some instances to make such restoration of rates of reim- 
bursement to physicians effective; 

NOW BE IT RESOLVED: That the Board of Trustees of 
the Ohio Hospital Association respectfully requests the 
consideration by the Industrial Commission of the inade- 
quate method of reimbursement of Ohio hospitals now in 
effect, with the purpose of making possible an early return 
to a method of reimbursement which will make full and 
equitable payment to all Ohio hospitals for services ren- 
dered and expenses incurred in the hospital care of com- 
pensation cases at the full certified per diem per capita 
cost, without deductions when days of care per patient 
exceeds twenty-one days within the regulatory limits for- 
merly in effect. 


These resolutions have been formally presented 
to Mr. A. D. Caddell, secretary of the Industrial 
Commission, with the request that an early con- 
sideration by the commissioners be given of the 
material presented. 


Bureau of Motor Vehicles 


Amounts paid to hospitals: I think it is always 
interesting to our hospital people to know just how 
much the hospitals have received from the Bureau 
of Motor Vehicles during the past year as well as 
the total amounts paid since the law became effec- 
tive in October, 1934, accordingly the following 
are the figures: 


cee ivess teas $ 66,929.75 
"Shaina aan 223,370.41 
le es cea kicel 233,454.08 
[oan espe ee 226,957.93 
ie cds a ave bes 304,435.47 
Jan. 1 to April 1, 1939.... 73,667.15 


$1,128,804.79 
(Representing over 9,700 claims.) 


In this connection on October 24, 1938, the 
Bureau of Motor Vehicles paid the millionth dollar 
check to hospitals. It was very fitting that this 
check was made payable to the Youngstown Hos- 
pital, and to the late B. W. Stewart, who was its 
superintendent and to whom goes the credit of 
achieving this legislation for the hospitals of Ohio. 


Per Capita Per Diem vs. Prevailing Rates: The 
State Relations Committee decided to approach 
the new registrar of the Bureau of Motor Vehicles 
relative to the decision of the previous registrar 
concerning the rate structure used in the payment 
of claims. This rate structure, a combination of 
prevailing rates and per capita per diem costs, 
has resulted in hundreds of dollars’ loss to hos- 
pitals in the settlement of claims. The State Re- 
lations Committee feels it was not the intention of 
the legislators to establish a combination of pre- 
vailing rates and per diem cost as a definite rate 
structure and has therefore presented the follow- 
ing request to C. W. Wallace, the new registrar: 
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March 24, 1939. 
Mr. Clint Wallace, 
Registrar of Motor Vehicles, 
Columbus, Ohio. 


Dear Mr. Wallace: 

The Motor Vehicle Accident Law relative to the reim- 
bursement of hospitals has a paragraph on the subject 
of “Per Diem Cost” as follows: 

“Per Diem Cost means the per diem cost of caring 
for a patient in a hospital as determined by the uni- 
form annual report submitted to the State of Ohio, 
Department of Health.” 

The per capita per diem rate of reimbursement for hos- 
pitals was developed on the principle that hospitals should 
be reimbursed for the cost of service rendered. This prin- 
ciple was established in 1920 in dealing with the Indus- 
trial Commission as being a fair method of reimburse- 
ment, providing a maximum rate. This principle of re- 
imbursement has been in effect since 1920 and has been 
considered as a model for the handling of such claims. 
It is the average cost for the care of all patients treated 
in the hospital and the per capita per diem cost is secured 
by dividing total operating cost (excluding capital ex- 
penditures) by the total number of patient days rendered 
for a given period. 

There are certain disadvantages to the hospital on short 
stay cases in view of the fact that some of the more 
expensive service is rendered during the first few days of 
stay. Per capita per diem method of payment for service 
rendered is fair to the state, in that they have available 
records which disclose the average cost. 

The Bureau without authority in the law has collected 
considerable data on a totally different type of rates, viz., 
“prevailing rates.’”’ These rates are based on local con- 
ditions and according to a bureau ruling if more than 
$100 lower than per capita per diem as set forth in the 
law, the difference must be made up by community funds 
or other subscriptions. } 

The hospitals of Ohio through their Association main- 
tain it was not the intent of the legislature, first, to dev- 
elop an inquiry into prevailing rates, and, second, to ask 
citizens in local communities to make up this difference 
on motor vehicle accident cases, where the “prevailing” 
rate is less than per capita per diem. 

We would ask your early consideration of the above 
request. Very truly yours, 

RALPH W. JORDAN, 
Executive Secretary. 


This matter is now pending with the Bureau 
and it is hoped an early decision will be rendered 
favorable to our membership. 


Information requested prior to filing of claims: 
Due to a recent ruling of the Bureau of Motor 
Vehicles made without consultation with the Ohio 
Hospital Association many of our hospitals have 
been inconvenienced and put to additional expense 
of furnishing certain information concerning 
claims prior to the filing date of the claim. The 
State Relations Committee has requested an ex- 
planation of the position taken in this request and 
the following communication has been directed to 
Mr. Wallace under date of March 22: 


“The motor vehicle accident law relative to the reim- 
bursement of hospitals requires monthly reports from 
hospitals relative to prospective claimants hospitalized. 
It has been the practice of hospitals and agreeable to the 
Bureau to report all cases hospitalized pending the receipt 
of information concerning the necessity of filing a claim. 

“Various hospitals of our association have this week re- 
ported a complete change in the policy of the Bureau re- 
garding information being requested about patients prior 
to the filing of claims. The law does not provide for the 
submission of information, nor are we aware of any 
Bureau regulation indicating that such information was 
deemed necessary or has any value. 

“These requests if necessary will prove costly to hos- 
pitals, and we would like to develop the inquiry as to the 
reason for making them. 

“Very truly yours.” 
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Legislation 

The State Relations Committee, after due- con- 
sideration of the merits of the previously pro- 
posed bill for the recipients of old age pensions, 
decided not to ask this session of the legislature 
to consider this measure. This administration has 
pledged itself to no new taxes, therefore it did not 
seem reasonable to again present this bill. 


Wage and Hour Legislation: The State Rela- 
tions Committee took a position against the pro- 
posed Minimum Wage Law in this session of the 
legislature. The law if enacted would have proven 
very expensive to hospitals; however, in coopera- 
tion with other trade associations the legislation 
was defeated. Likewise the State Relations Com- 
mittee cooperated with other trade associations 
defeating the so-called Little Wagner Act, which 
provided for a mediation board in the settlement 
of strikes, etc. 


The Director of Industrial Relations, under 
whose department the enforcement of the wage 
and hour law is placed, has generally agreed to 
the previous special regulations for hospitals 
under the Forty-eight Hour Law, however, pend- 
ing final disposition of the regulations, the direc- 
tor has cooperated with the State Relations Com- 
mittee in amending S. B. 177 to cover the defini- 
tion of “Emergency” cases in hospitals. This defi- 
nition has been agreed upon by labor as well as the 
department and the State Relations Committee. 
Other items under which hospitals were somewhat 
handicapped will be cleared up by these amend- 
ments. We have every confidence in the Depart- 
ment of Industrial Relations taking care of our 
Association concerning previous regulations on 
items not covered in amendments to S. B. 177. 


Relief and County Welfare Bill: The adminis- 
tration notified the Ohio Hospital Association to 
name a representative to its steering committee 
for relief and welfare legislation. The Associa- 
tion through the Board of Trustees, the State Re- 
lations Committee and the district councils of the 
Association have cooperated in the endorsement 
of the principle of the centralization of county- 
wide welfare work as contained in H. B. 521. The 
status of this bill has not as yet been determined, 
however, the principle of coordinating welfare 
work has taken root in this session of the legisla- 
ture. A number of hospital superintendents have 
appeared before the Welfare Committee of the 
House of Representatives at the request of the 
State Relations Committee in behalf of this legis- 
lation. The Board of Trustees, the State Rela- 
tions Committee and the district councils have en- 
dorsed the principle of a definition of “medical 
care” to include hospitalization for relief work, 
and a majority of the members of the Joint Relief 
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Committee of the House and Senate are sympa- 
thetic to this definition. The members of these 
committees have been approached concerning the 
coordinating of our hospitalization work for the 
indigent, and although some limitations may e¢ 
imposed on the definition of medical care, in order 
to secure a start we are hopeful of something }:e- 
ing done in our interest in this session. 


State Insurance Department and Hospital Sei v- 
ice Legislation: Soon after the convention lst 
year the State Relations Committee made an effort 
to iron out the difficulties between the hospi‘al 
service units, the state superintendent of insur- 
ance and the various insurance companies. s 
a result of a series of conferences practically all 
the difficulties were erased so far as they could 
be under an outmoded law. The superintendent 
of insurance informally agreed to allow all hos- 
pital service units to pay claims beyond county 
lines. This right had been gradually curtailed 
and finally completely denied all hospital service 
units. As a result of this cooperation a friendly 
feeling was developed between the superintendent 
of insurance, the hospital service units and the 
representatives of all the domestic and foreign 
insurance companies. This friendly feeling was 
very helpful in developing our group hospitaliza- 
tion legislation, and finally resulted in the state 
superintendent of insurance and all insurance 
companies assisting us with our legislation 
through both houses, the result of which you were 
advised in our recent bulletin 162 concerning the 
successful passage of S. B. 181. 


Approach to Legislative Work: In developing 
contacts with the new legislature it was necessary 
for the executive secretary to travel some 5,000 
miles after the November election and before the 
session convened in January; with such a major 
change of senators and representatives it was 
necessary to develop entirely new _ contacts 
through our member hospitals. Our executive 
secretary met more than one hundred members of 
the General Assembly through hospital superin- 
tendents and members of hospital boards of trus- 
tees. 


The State Relations Committee wishes to ex- 
press its thanks for the cooperation of our mem- 
ber hospitals in this work, which has been richly 
rewarded by a fine spirit of cooperation between 
the members of this assembly and the Ohio Hos- 
pital Association. 


Our State Relations Committee also wishes to 
thank member hospitals for their most excellent 
cooperation given the committee from time to 
time in support of legislation endorsed by the As- 
sociation. Many hospital superintendents have 
journeyed to Columbus and others have inter- 
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viewed their representatives in their home com- 
munities from time to time. 


Unemployment Compensation Commission: 
The year 1938 was not without its difficulties with 
the Unemployment Compensation Commission. 
Some members of the Commission took the atti+ 
tude that non-profit hospitals should be included 
under this act. The central office assisted several 
hospital superintendents in filing their claims and 
appeared before the Commission personally de- 
fending them, and as a result of this work the 
Commission has postponed indefinitely its action 
avainst hospitals. 


Dependent Children: The chief of the Bureau 
o! Public Assistance, Judge Robinson, has invited 
the Ohio Hospital Association to name a member 
01 its advisory board for the care of crippled 
children. This member will be named from year 
to year and. the first person selected for this board 
comes from a district recognized by the chief of 
the division as being particularly in need of their 
attention. The committee feels that this is a step 
in the right direction, and we appreciate being 
recognized on this advisory board. 


Crippled Children: The State Relations Com- 
mittee is pleased to report an increase in the num- 
ber of crippled children admitted to hospitals in 
the year 1938 as well as the total number of days 
of hospitalization. This is reflected in an increase 
from $158,000 to $264,000 being spent in 1938 in 
comparison to 1937. The average amount per 
child per day has increased from $3.57 to $3.69. 
The number of hospitals caring for crippled chil- 
dren has increased from 32 to 42. We are advised, 
within the past few days, that an invitation will 
be extended to the Ohio Hospital Association re- 
questing representation on the advisory board for 
crippled children work. This will place the As- 
sociation in an advantageous position in dealing 
with the various agencies interested in crippled 
children work. Again the State Relations Com- 
mittee feels this is a step forward in this phase 
of hospital work. 


Sales Tax (Redemption of the Sales Tax 
Stamps): The State Relations Committee has 
cooperated with the Retail Merchants Association 
in the development of a law which will theoretical- 
ly pay to hospitals and other non-profit and charit- 
able organizations the sum of $1,500,000 per year, 
for the redemption of sales tax coupons. The law 
has been signed by the Governor and became 
efective May 1, 1939. We are furnishing our hos- 
pitals information on this subject from time to 
time as the information is available. Application 
forms were sent to them before May 1, and they 
vere completely advised as to the ways and means 
ior securing the benefits of this legislation. 
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Bringing my report to a close, I have no hesi- 
tancy in mentioning that this has been one of the 
heaviest legislative years in the history of the 
Ohio Hospital Association. I believe it is within 
my province, as Chairman of the Committee, to 
give thanks and express my personal appreciation 
to those who in years gone by were responsible for 
the founding of our central office here in Colum- 
bus. It would not have been humanly possible for 
any state relations committee whose members 
have their own individual jobs to perform to have 
carried on and accomplished what has been done 
this past year without a full-time executive sec- 
retary together with his able assistant secretary. 
Both Ralph W. Jordan and Mrs. Lucille Brick are 
to be commended on for their splendid service. 


Drawing your special attention to another 
source of great help I wish to thank John A. Mc- 
Namara, director of the Cleveland Hospital Serv- 
ice Association, for his splendid cooperation in 
our legislative program. We are all aware of the 
fact that the Cleveland Hospital Service Associa- 
tion is the forerunner of all our hospital service 
units in the State of Ohio. It took just such vision 
as that displayed by Mr. McNamara in furthering 
legislation which was paramount to the success of 
state-wide group hospitalization. The Cleveland 
Hospital Service Association was instrumental in 
introducing to the Ohio Hospital Association the 
services of Mr. Vrooman of the firm of Baldwin, 
Vrooman and Gardner. All the service units will, 
of course, bear their proportionate share of this 
expense. As I stated in the first part of this re- 
port, our executive secretary had made many con- 
tacts with the General Assembly in a personal 
way, and having made these contacts the door was 
opened for our attorney to contact them and to- 
gether with the executive secretary promote our 
legislation. 


The individual members of the State Relations 
Committee are also to be commended as they were 
ever faithful to their trust and took their duties 
seriously by giving almost one hundred per cent 
attendance at every meeting. We also were for- 
tunate in having Dr. F. G. Carter, president of 
the Association, in attendance with us at prac- 
tically every meeting held by the committee. He 
also was liberal enough with his time to attend 
one of the hearings before the Insurance Commit- 
tee of the House. The individual members of the 
committee have at many times expressed to me 
their appreciation of his counsel. 


As a parting word please permit me to say, as 
chairman of this committee, that it has been a 
pleasure to make whatever contribution that I 
could to further the best interests of the program 
for the Ohio Hospital Association. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 
to the litigation. 


N= upon court decisions which affect hos- 


Recent Cases 


Charitable Institution Liable for Negligence 
Resulting in Injury to Patient 


England v. Hospital of Good Samaritan, 88 P. 
2d 227. 

This action was begun in 1935 for personal in- 
juries sustained by plaintiff while a patient in 
defendant hospital, the action being based upon 
the negligence of one of defendant’s nurses. 


The title of the case is becoming well known in 
California reports, having been before the Dis- 
trict Court of Appeal, Second District, on two 
other occasions. Upon the first appeal a judg- 
ment in favor of the defendant was reversed 
(England v. Hospital of Good Samaritan, 16 Cal. 
App. 2d 640, 61 P. 2d 48). The cause was then 
tried again, and resulted in a verdict and judg- 
ment in favor of the defendant. However, a new 
trial was granted, and an appeal was taken from 
the order granting a new trial. The appellate 
court affirmed the order upon the ground that it 
was error to refuse to give an instruction on be- 
half of plaintiff to the effect that the defense of 
defendant’s incorporation as a charitable institu- 
tion would not constitute a sufficient defense if 
the jury found that plaintiff, at the time when 
he entered the hospital, had no knowledge or be- 
lief that defendant claimed to be a charitable in- 
stitution, and if the jury should find that he paid 
the regular rates and that defendant derived a 
profit from such rates. Thus, the California Dis- 
trict Court of Appeal, in holding that such an in- 
struction should have been given, held that a 
charitable institution would be liable for negli- 
gence resulting in injury to a patient (1) if the 
patient did not know of defendant’s incorporation 
as a charitable institution, and (2) if the defend- 
ant had not extended charity to the patient. 


Now, at the third trial, certain findings of fact 
and law were made by the trial court, and the 
defendant appealed from an adverse judgment 
based upon those findings, one of which was: 


“Tt is true that plaintiff applied for ad- 
mission to defendant hospital and was re- 
ceived as a patient, paying the minimum rate 
of $25.00 per week, which rate included the 
furnishing of nursing care and attendance 
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by defendant to plaintiff, and that no charity 
was ever extended to plaintiff.” 


The conclusions of law were: 


“The defendant is not entitled to exemption 
from liability because of its charitable char- 
acter. That plaintiff had no knowledge, in- 
formation or belief respecting the charitable 
character of the defendant hospital at the 
time he was received nor during the time he 
remained as a patient therein; that he paid 
the usual and customary rates required there- 
at, and no charity was requested by nor 
extended to him.” 


This decision is of course a departure from the 
general rule of exemption of charitable institu- 
tions from liability for negligence. Generally, 
whether a patient pays or not, does not determine 
the question whether the defendant is liable. It 
is not possible to say what effect this decision 
will have in the future. However, its influence 
will no doubt be seen, for the sentiment is tending 
to veer away from the rule of exemption of 
charitable institutions from the consequence of 
the negligent acts of their employees. 


scintillation 


Sale of Hospital Involving Validity of Contract 
in Restraint of Trade 


Johnson Vv. Stumbo, 126 S. W. 2d 165 (Ken- 
tucky). 

The named plaintiff and others sued to obtain 
a writ of injunction restraining the defendants 
from violating certain restrictive covenants of a 
contract for the sale of a hospital. A judgment 
was entered which was adverse to the plaintiffs, 
and this appeal followed. 


It appeared that the defendant named in the 
title of the case had entered into a contract by 
the terms of which a certain hospital was sold to 
the plaintiffs, and in which the defendant cove- 
nanted not to own or operate a hospital in the 
same county for a period of ten years from the 
date of the contract. After execution of the con- 
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tract plaintiffs entered into possession of the prop- 
erty, began to operate the hospital, and also ex- 
pended sizeable sums in making improvements in 
plant, fixtures, and equipment. 


About a year afterward the defendant built a 
hospital just across the county line, in practically 
direct competition with the hospital which had 
been sold to the plaintiffs. 


The opinion is voluminous, and much comment 
is made by the court on questions not germane 
to the field of hospital law. However, some of the 
language of the opinion is apposite, and will be 
set out here, for it applies directly. 


The important question was whether such a 
contract—not to enter into the operation of a 
hospital for a period of ten years—was against 
public policy as being in restraint of trade, and 
therefore invalid. Of this the court said: 


“The question of the validity of contracts 
in restraint of trade—which relates also to 
professional competitive occupations — has 
been the subject of consideration by the 
courts from a very early period. . . . In later 
years the rule of reason has been read into 
the law, so that restraint is recognized as 
legal if reasonable and limited as to territory 
and duration. ... The test of reasonableness 
is whether the restraint, considering the par- 
ticular situation and circumstances, is such 
only as to afford a fair protection to the legit- 
imate interests of the party in favor of 
whom it is given and not so extensive as to 
interfere with the interests of the public. 
Primarily, such a contract, by which one de- 
prives himself of his labor, skill or talent, or 
his liberty of engaging in a similar business, 
must be ancillary to the main purpose of a 
lawful contract, usually the sale of a business 
or profession, and necessary to protect the 
covenantee in the enjoyment of the legitimate 
fruits of the contract... .” 


Another question raised by the defendants in 
their efforts to convince the court that their acts 
had been justified was whether such a contract 
tended to create a monopoly in the field of hos- 
pitalization, an obviously public enterprise. Said 
the court: 


“While it may be said that a hospital is a 
quasi-public enterprise, this agreement is 
part of the consideration for the sale of the 
business and not, . . ., an independent or dis- 
associated contract to suppress competition 
or create a monopoly.” 


Finally, the court said: 


“It is the general rule of the courts in up- 
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holding covenants of this character not only 
to prohibit the covenantor who establishes a 
place of competitive business in close prox- 
imity to the prescribed territory from solicit- 
ing business there, but to prohibit the doing 
of any business within the territory irrespec- 
tive of whether it is obtained by solicitation.” 


Contracts of the kind seen are not rare. Usually, 
these contracts are made in instances in which 
practicing physicians have established a clinic, or 
small hospital, with a purchase of the hospital 
by other physicians. There, the test is, as the 
court indicated, whether the contract is reason- 
able in its provisions as to restraints upon the 
person selling his practice, business, or profession. 
In the instant case, the court was satisfied that 
the contract was valid, and that although it 
involved a quasi-public enterprise, that of hos- 
pitalization, still, it would be upheld. 


: ° 


Whether Public Hospital Is Liable for Damages 
for Personal Injuries of Visitor 


Engels v. City of New York, 10 N.Y.S. 2d 641. 

This was a suit by a visitor to a public hospital 
to recover damages for personal injuries which 
were sustained when she fell as the result of an 
elevator starting before she had completely en- 
tered the cage. Plaintiff took a judgment which 
was affirmed on this appeal by a divided court. 


The majority of the court were of the opinion 
that since the city was engaged in executing a 
proprietary, as distinguished from a governmen- 
tal function, the plaintiff should be entitled to 
recover for her injuries. 


The courts are by no means in agreement as to 
when a function is to be called proprietary or 
governmental. Generally, when a municipality 
enters into competition directly with private in- 
stitutions in the hospital field, the chances are 
strongly in favor of such competition being 
deemed proprietary. However, where a municipal 
institution is established pursuant to some ex- 
press power in the charter of the city, it will 
be deemed a governmental function, and in such 
a case, the city would not be liable for the negli- 
gence of its servants or employees. 


——<——_—_- 


Whether Hospital Liable for Negligence of 
Doctor 


Roewekamp v. New York Post-Graduate Med- 
ical School and Hospital, 10 N.Y.S. 2d 669. 

This decision was the subject of comment in 
an earlier issue. The action was by a patient 
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for personal injuries caused by the alleged incom- 
petence of a surgeon. There was a judgment 
entered upon a verdict in favor of the plaintiff, 
which judgment was reversed upon this appeal, 
and the complaint of the plaintiff was dismissed. 


Said the court: 


“While plaintiff’s proof was sufficient to 
show that the doctor who operated upon her 
was negligent and the injuries she sustained 
were the result of his negligence, plaintiff 
failed to establish that at the time defendant 
assigned the doctor to perform the operation 
it knew or ought to have known he was in- 
competent. On the other hand, the uncon- 
tradicted proof shows that defendant was 
not negligent in assigning the doctor to per- 
form the operation. The doctor was licensed 
to practice medicine in 1910 and prior to oper- 
ating upon plaintiff had eighteen years’ ex- 
perience in general practice both in New 





York and Ohio, during which time he had 
performed approximately fifty tonsillectom- 
ies. On February 1, 1928, he entered defen- 
dant’s hospital to take an eight months’ 
postgraduate course in otolaryngology. Dur- 
ing the first four months the course con. 
sisted of theoretical study, attending lectures. 
clinic work, examination of patients, and 
diagnosis. Therefore he was permitted tv 
do operative work under the supervision 0% 
skilled and experienced physicians. From 
June 2, 1928, to August 27, 1928, when he 
operated on plaintiff, the doctor had per- 
formed 53 tonsillectomies in addition to doing 
other operative work. The fact that he might 
have shown himself to be negligent in operat- 
ing upon plaintiff is no proof of defendant’s 
knowledge of the doctor’s general incom- 
petency prior to the time he was assigned to 
perform such operation.” 





Two More Problems Solved 


The days of using makeshifts in hospital work 
are fast nearing the end. Doctors, working under 
emergencies, have contrived some _ ingenious, 
though homely, expedients. It is not long before 
some manufacturer goes to work on the problem 
and the first thing you know, a nearly perfect 
mechanism is at work doing the job efficiently. 


Two items of this character were brought to our 
attention recently. Both are being introduced by 
Will Ross, Inc., Milwaukee, Wisconsin. One is a 
bed-end elevator called The Kenwood. It is really 
a portable hydraulic jack with a maximum lift of 
eighteen inches. It is substantially built, easy to 
operate, safe, and does not interefere with moving 
the bed. 


The other item is The Kenwood Venetian 
Screen. It is mounted on casters and when placed 
before a window or between the bed and the door 
gives complete privacy and any degree of ventila- 
tion desired. They point out that it can be kept 
fresh and clean, saves on laundry and repair costs. 
A small gear at the top regulates the blinds. Here 
is another problem very well solved. 





Science and Service Go Hand in Hand 


The modern salesman who calls at your office 
has a fund of information about your problems 
which astute buyers are quick to recognize and 
absorb. 

A good example of the value of a salesman’s 
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ideas is found in an activity of one of our adver- 
tisers. Many other firms have similar routines. 


Oakite Products, Inc., call their salesmen Field 
Service Representatives. Forty-two of them met 
recently in New York City with the company’s 
technical and service staffs for two days. 


Here topics are discussed by men serving in 
the field and by the men from their research lab- 
oratories—washing linens, blankets, and nurses’ 
uniforms; air conditioning maintenance; im- 
proved dishwashing; paint stripping metal fur- 
niture before refinishing. What these men learned 
there they bring to you. Their main idea is to 
serve, which is modern selling. 


——— 


Another Step Forward 


News reaches us that the National Plumbing 
Laboratory, by action of the Council, has given 
full-fledged acceptance to the water-fill and vent- 
o-stat device manufactured by Scanlan-Morris 
Company of Madison, Wisconsin, for their instru- 
ment sterilizer. In summing up they say: 


“All the tests on this device indicate that 
it provides a most excellent back-siphonage 
prevention from hospital instrument steril- 
izer. It is entirely non-mechanical, and thus 
the chances of its failing in operation are ex- 
tremely remote. It does not seem to intro- 
duce any of the undesirable features that are 
usually attendant, for instance, on non- 
mechanical vacuum-breakers for toilet bowl 
flush valves.” 
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National Hospital Day at the Medical Center 


CLEMENT C. CLAY, M.D. 


HEN one thinks of a Hospital Day pro- 

gram, one is very apt to have a mental 

image of a community institution which 
may stress the feature of service to the popula- 
tion of its immediate vicinity. However, a hos- 
pital which places the emphasis on its research 
ard educational work has just as definite a place 
ir the nation-wide observance of the day which 
is devoted to the development of a better under- 
standing of the doctors’ workshop by the general 
p iblie. 


At the University of Chicago Clinics various 
pans have been tried during the past several 
years in an effort to interest the citizens in visit- 
ing the institution on Hospital Day. One year, 
each patient was given several printed invitations 
to present to his relatives or friends. The visitors 
were escorted through the buildings in organized 
groups and refreshments were served. Two hun- 
dred or more guests accepted the invitation. The 
following years, no invitations were prepared. 
Approximately the same number of visitors ap- 
peared, however, and they were conducted through 
the institution. Their interest in the hospital had 
been aroused by the general statements issued 
for the press and radio by the local hospital or- 
ganizations. 


Such programs were not very effective although 
the guests seemed to appreciate the opportunity 
to visit the University Clinics. Because of their 
heterogeneous backgrounds, they had no common 
interest and it was difficult to arrange special ex- 
hibits or demonstrations for them. Therefore, 
it was decided that a new plan should be developed 
for Hospital Day, 1939. 


Conducted Tours For High School Students 


It was noticed that various groups of high 
school students requested the privilege of touring 
the University Clinics during each year. An at- 
tempt was made to receive the students on such 
occasions and to exhibit a few of the phases of 
the work of the hospital and of the professional 
staff to them. Gradually, it became apparent that 
‘hey were interested in certain definite features 
f our institution. Then, it seemed that it would 
be possible to make their visit more worth while 
'f they could be assembled on one afternoon for 

more elaborate program. 


The choice of the day was not difficult, for Na- 


luly, 1939 


The Author 


@ Dr. Clement C. Clay, former Medical 
Assistant to the Director, University of 
Chicago Clinics, is Medical Director of St. 
Barnabas Hospital, Minneapolis, Minnesota. 








tional Hospital Day was an ideal one. Through 
the cooperation of the Admission Office of the 
University, a letter was addressed to the principal 
of each of a dozen high schools in Chicago and 
vicinity. Each was invited to select as many as 
twenty students who were members of a pre-med- 
ical club or biology club and who might wish to 
visit the University Clinics on the afternoon of 
May 12. A brief description of the features to 
be presented was offered. All of the principals 
received the idea enthusiastically and nearly every 
school was represented by a carefully chosen 
deputation of students with one or two teachers. 


Promptly at a quarter to two o’clock in the 
afternoon, the main entrance of the building be- 
came thronged with students. They were met by 
members of the Volunteer Corps of the University 
Clinics who were garbed in their attractive 
maroon uniforms. As each volunteer assumed 
charge of a group of twelve visitors the tours 
were started. Great care was taken to prevent 
congestion in the hospital corridors. The vari- 
ous groups covered the same ground, but they 
followed different routes in doing so. 


Occupational Therapy Exhibit 


There was an occupational therapy exhibit in 
which were displayed articles of leather, wood, 
metal, and other materials. Those students who 
appeared especially interested were told of some 
of the uses of this type of treatment. In the man- 
ufacturing pharmacy, the wonders of the modern 
drug room were observed. An homogenizer was 
producing a beautiful, creamy ointment. Another 
machine was pounding out tempting little pink 
tablets. The pharmacist was ready to explain the 
intricacies of his art. 


Dietary Department 


In the spotless dietary department, the massive 
stoves, refrigerators, and other pieces of equip- 
ment were inspected... On down the corridor, the 
complicated processes of brace-making enthralled 
the youngsters. Plaster moulds, celluloid collars, 
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steel braces with tricky joints and leather fittings, 
and special shoes made an impressive array. 


Physiotherapy Department 


The pool, passive vascular exercise apparatus, 
whirlpool baths, and equipment used in teaching 
the lame to walk were inspected in the physio- 
therapy department. Upstairs, one of the operat- 
ing rooms had been set up especially for the occa- 
sion and the visitors could view it at their leisure 
through a large glass window. Over in the bac- 
teriology laboratory a technician had prepared 
slides to illustrate the method of typing blood for 
transfusions. There were blood agar plates on 
which were growing colonies of streptococcus 
haemolyticus, streptococcus viridans and other 
organisms about which one may read in stories in 
the daily newspapers. 


A sunny pavilion was visited by each group so 
that the students might see the excellent facilities 
for the care of the patients without sufficient in- 
come to afford private rooms. One or two private 
rooms were viewed in order that the visitors 
might see the colored walls and drapes, the com- 
fortable furniture of attractive wood, and other 
features which would make the once popular room 
of glaring white seem so old-fashioned. 


There was a brief stop in the medical library 
before the unusual exhibits in the pathology mu- 
seum had the opportunity to astonish the tour- 
ists. After a brief look at the necropsy amphi- 
theatre (where the guides called attention to its 
similarity to the operating rooms), the youngsters 


eT 


New Facts About a New Material 


When nylon, the new synthetic organic com- 
pound, was announced a short time ago, it created 
fascinating interest. Now we hear from Lewis 
Manufacturing Company, Walpole, Massachu- 
setts, that nylon has had its first application to 
surgery as a non-absorbable suture. They report 
that laboratory tests and clinical experience show 
that it is pliable, of uniform gauge, and high ten- 
sile strength. It is also found to be non-capillary, 
chemically inert, and forbids tissue infiltration. 
Being satisfactory to manipulate, it proves itself 
to be just what many surgeons have for a long 
time wished they could find for skin and stay 
sutures. 


The Lewis Manufacturing Company has named 
it the ZYTOR suture, processed from nylon, put 
out by their Curity Suture Laboratories. 


a 


New Silk Suture 


After years of research, Davis & Geck, Inc., su- 
ture manufacturers of Brooklyn, New York, have 
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were escorted to the auditorium just one hour 
after entering the front door of the hospital. 


Approximately two hundred and twenty-five 
students and teachers found seats and the pro- 
fessor of physiology was introduced to them. In 
a fifteen minute talk, he outlined the qualities 
which a boy or girl must have in order to be cer- 
tain of succeeding in the desire to become a physi- 
cian. Then, the director of nursing service spoke 
briefly about nursing as a career. Two talking 
motion pictures were exhibited next, “Heart and 
Circulation” and “Heredity.” Then, the medical 
assistant to the director skimmed rapidly over 
the history of hospitals and of National Hospital 
Day. Thereafter, refreshments were served in 
the rotunda of the children’s hospital by ladies 
of the auxiliary committee. 


Since there were more than four hundred vis- 
itors to the Clinics on Hospital Day (including 
the high school students) and since there were so 
many verbal and written expressions of apprecia- 
tion of the opportunity to visit the institution, 
National Hospital Day is very likely to become an 
annual University Clinics High School Day. Thus, 
those youngsters who may think of devoting their 
lives to some phase of medicine or nursing will 
be given an auspicious introduction to one type 
of research and educational hospital. In that 
sense, the program not only calls attention to Na- 
tional Hospital Day, but it also represents a defi- 
nite contribution to the modern trend toward vo- 
cational “orientation.” 





announced production of a silk suture reputed to 
be of unprecedented tensile strength and to re- 
main absolutely non-capillary under all conditions 
to which sutures are exposed. The product, trade- 
named ANACAP, is also described as retaining 
all the smoothness of natural, untreated silk, while 
new principles of fabrication make it handle more 
easily and tie more securely. 


Other characteristics of ANACAP, in which 
surgeons have shown special interest, are its utter 
blandness and freedom from traumatizing sub- 
stances. The product is available in a wide range 
of sizes, with or without needles. 

etealliliinaadas 


Glass Blowing 

When your laboratory has occasion to do glass 
blowing you should have a copy of the new man- 
ual on this subject issued by the Laboratory and 
Pharmaceutical Division of Corning Glass Works, 
Corning, New York. Here is comprehensive in- 
formation for the laboratory technician on the 
working of Pyrex Glass. They will gladly send 
you a copy. 
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Problems of the Sanatorium Administrator 


ERNEST S. MARIETTE, M.D. 


torium administrator let us review briefly the 

sanatorium set-up in the United States. In 
this set-up I will include tuberculosis departments 
because for the country as a whole, approximately 
one-third of the beds available for the treatment 
of tuberculous patients are in tuberculosis depart- 
ments. . 


B xu discussing the problems of a sana- 


According to a survey: by the American Medical 
Association, the United States has 471 sanatoria 
and 740 tuberculosis departments or a total of 
1,211 institutions with facilities for the care of 
the tuberculous. All of the tables and comments 
on facilities for the country as a whole which 
follow are based on this survey. 


The following table classifies these institutions 
on the basis of control: 


Tuberculosis 


Institutions Sanatoria Departments Total 











G@GCINR so o'ace crcternteecte tts 18 151 169 
Site icc ces ccuuraeeens 65 219 284 
COMMGY | 6c.dviahic cece e dtelee 173 71 244 
CHO oo cee Oe areca sie Sieiet 22 58 80 
City and County. .:.....:.. 15 ( 22 

Total PUPhe .ocsi0c- 293 506 799 
PRIVALE cies Souisiec tie «oe 178 234 412 

TOME PMs ar creo ahelereralera cis 471 740 1,211 


Of the 471 sanatoria, 178 or 37.8 per cent, are 
private and 293 or 62.2 per cent are public. Of 
the 740 tuberculosis departments, 234 or 31.5 per 
cent are private and 506 or 68.4 per cent are pub- 
lic. Of the total 1,211 institutions, 412 or 34.0 
per cent are private and 799 or 66 per cent are 
public. 


The size of these institutions will also have 
some bearing on the problem of sanatorium ad- 
ministration and the following table divides the 
sanatoria and tuberculosis departments according 
to sizé of the various units: 


Bed Capacity 








No. of Beds Sanatoria Departments Total 
ONO BEG wie cosiidens 41 484* 525 
yi a |) A fe eat a 90 94 184 
BO TOGO orclocujoce caer 132 82 214 
YOO SN OVOE <6 disc's ess: 208 80 288 
OVE Pil 5: 6:6 o'os oie's ieee A471 740 1,211 


Of the sanatoria, 41 or 8.7 per cent are of 24 
or fewer beds while 208 or 43.5 per cent of them 





_ *Includes 266 which did not report number of beds set aside 
for tuberculosis. 
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are 100 beds or over. According to this table, 
about 65.4 per cent of the tuberculosis depart- 
ments have 24 or fewer beds, but the possible 
discrepancy in this figure is explained in the foot- 
note to the table. 


The 1,211 institutions cited above have 93,531 
beds. The control of this bed capacity is illus- 
trated by the following table: 


City é Total 
Federal State County City County Public Private Total 





Sanatoria 4,103 17,308 20,114 17,365 2,423 51,313 13,684 64,997 
Depts. 6,837 9,792 3,551 4,530 1,015 25,725 2,809 28,534 





TOTAL 10,940 27,100 23,665 11,895 3,438 77,038 16,493 93,531 


While 34 per cent of institutions are classified 
as private only, 16,493 or 17.6 per cent of the beds 
are under private control and 77,038 or 82.4 per 
cent are under public control. Thus apparently 
the private sanatoria are smaller in size than the 
public institutions. Analyzing this further we find 
that 64,997 or 69.4 per cent of the total number of 
beds are in sanatoria and 28,534 or 30.5 per cent 
are in tuberculosis departments. Of the beds in 
sanatoria, 13,684 or 21 per cent are under private 
control and the balance 51,313 or 79 per cent are 
under public control. 


According to the following table, 162,289 people 
were treated in the 1,211 institutions during 1934: 


Un- 
Institution Men Women Children classified Total 








Sanatoria 43,700 34,736 14,982 28,544 121,962 
Departments 18,161 6,202 1,423 14,541 40,327 
TOTAL 61,861 40,938 16,405 43,085 162,289 


Of the total number cared for during 1934, 
121,962 or 75 per cent were treated in sanatoria 
and 40,327 or 25 per cent were treated in tuber- 
culosis departments. The report does not analyze 
those treated as to whether they were treated in 
public or private institutions. 


So much for the broad set-up of the facilities 
for the care of the tuberculous in the United 
States. 

Type of Sanatorium 


One of the first problems for the sanatorium 
administrator to decide is the type of sanatorium 
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he will recommend. A brief resume of the early 
sanatoria will serve to illustrate the progress 
which the last third of a century has made in 
sanatorium construction and indicate the possible 
future trend. . 


The sanatorium movement received the en- 
thusiastic support of the National Tuberculosis 
Association when it was organized in 1904 and 
which had as one of its slogans, “No Tuberculosis 
by 1915.” 


As tuberculosis was to be eradicated in a few 
years, any kind of shelter was considered to be 
good enough. Even abandoned street cars were 
used. Frequently the sanatorium consisted of an 
old farm house where the patients slept and ate 
their meals with a nearby shed called “King-lean- 
to,’’? enclosed on three sides but open to the south- 
east where the patients were to spend their time 
resting in cure-chairs. Originally this shed was 
intended for use only during the summer but with 
the addition of a heated dressing room with hot 
and cold water, showers and toilet facilities, the 
cure-shed was changed to a cure-ward.’ This 
gradually became the accepted standard of sana- 
torium construction for the year around treat- 
ment of tuberculosis even in climates like Minne- 
sota. 


Apparently every comfort of the patient was to 
be sacrificed for fresh air. Such institutions were 
really boarding houses with medical supervision 
to protect the patients from over-doing and to in- 
struct them how to live after they left the institu- 
tion so that they would not relapse. Of course, 
under such a plan little could be done for the 
patients, cures were few, relapses common and no 
particular type of organization was necessary for 
the management of such an institution. 


Type of Patients to Be Treated Determines 
the Type of Institution 


Another factor which helps to determine the 
type of institution desired is the type of patients 
to be treated.* According to the plan of the early 
sanatoria these were to be the early cases before 
they became infectious and dangerous to other 
people. The treatment of that day was simple, it 
consisted of forced feeding, a high protein diet 
including three quarts of milk and six eggs daily, 
fresh air while resting in the cure-chairs and 
graduated exercise. To this was added an intensive 
course of instruction in good hygiene, and the 
correct manner of living so that the individual 
could continue this type of general treatment out- 
side the sanatorium and thus keep the disease 
quiescent. If this plan was successful it was 
thought that it would break the chain of infection 
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and that in time tuberculosis would automaticaly 
disappear. 


But somehow that scheme did not work out as 
planned. It was soon learned that the average 
case admitted to a sanatorium had already pro- 
gressed beyond the point where he would benefit 
by such a short course of treatment. So gradually 
the idea of a sanatorium was evolved which would 
give preference to the more advanced cases but 
which could still admit any case of tuberculosis. 


This called for a radical change in the type of 
construction of the sanatoria and the more recent 
ones have been built like ‘general hospitals. One 
of the newest institutions is a sixteen-story sana- 
torium built in the heart of Jersey City. 


Construction Costs 


What should sanatoria cost to build? This de- 
pends on (1) local conditions. For instance, some 
encounter solid rock in excavating, others sand. 
Also some require expensive heating systems 
while others do not. (2) Type of institution de- 
sired such as cottages for ambulant treatment 
with meagre medical and surgical facilities or a 
hospital type of building which is well equipped 
medically and surgically. 


The total investment in sanatoria in the United 
States is approximately $216,754,217.57, or an 
average cost per bed of $3,334.84. 


The following table illustrates how the cost 
varies with the size of the institution: 


Cost When Considered on Basis of Size 





Size 0to24 25t049 50t099 100+ 
Cost per bed $1,988 $2,298 $2,745 $3,498 
One cannot but wonder why the lower average 
cost of the smaller and medium sized institutions. 
Does this represent poor construction and limited 
facilities and therefore limited usefulness? 


There seems to be some difference in the cost 
per bed when considered on the basis of control. 
This is illustrated by the following table: 


Cost on Basis of Control 





Veterans 
Control Bureau 


Cost $4,000 


Indian State 
Service and Local Private 


$2,331 $3,423 $3,070 
I know of some of the newer and larger institu- 
tions which have cost from ten to thirteen thou- 


sand dollars per bed, but some of these have had 
to excavate through solid rock. 


Another factor entering into the average cost 
per bed of the institution is location. By that I 
mean, it is near large centers of population where 
suitable housing facilities for employees are al- 
ready available or will it be located far out in the 
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country where these have to be erected and in- 
cluded in the per bed cost of the institution? We 
were in that group and Glen Lake Sanatorium 
cost $4,567 per bed. 


A 100 bed sanatorium now under construction 
in Illinois will cost $3,645.00 per bed for patients’ 
quarters alone and $4,606.00 per bed when em- 
ployees’ quarters are added. 


Purpose of the Sanatorium 


Another problem of the sanatorium administra- 
tor is to determine the purpose of the sanatorium. 
There have been several suggested. 


1 That the sanatorium’s primary function is 
educational. If it is, then it should be so organized 
that the patients can receive an intensive course 
in hygiene and in the correct manner of living so 
that they can continue their treatment outside the 
sanatorium. That was the plan of the early sana- 
toria but it did not seem to work out very well 
and so it was abandoned. I am sorry to say that 
apparently it is being revived again. At least 
some of our patients claim that their physicians 
have advised them to remain in the sanatorium 
only long enough to learn our routine and then to 
return for home care. 


2 That the institution be used for the isolation 


of the open case irrespective of the stage of the 


disease. Under this plan the patient would be 
discharged irrespective of his physical condition 
when and if his sputum becomes negative. This 
might require a prolonged period of hospitaliza- 
tion with very intensive treatment but it might 
require only a short period of hospitalization. 


3 That the sanatorium’s primary function be 
that of an emergency hospital. Under this plan it 
would hospitalize patients only during periods of 
acute exacerbation and discharge them for home 
treatment as soon as the acute phase had passed. 
That also has been recommended by certain of our 
local medical group. 


4 That the sanatorium be organized primarily 
for curative treatment. This will require ade- 
quate medical and surgical facilities so that the 
sanatorium can take care of any and all complica- 
tions, tuberculous and non-tuberculous, which may 
develop. 


It seems to me that the ideal sanatorium might 
have as its aim all of the purposes which I have 
suggested except that of acting primarily as an 
emergency unit. In my opinion, that would not 
be in the best interest of the patient. Certainly 
we sanatorium physicians and administrators 
should attempt to educate our patients about their 
tuberculosis and what they should do to remain 
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well. We should also attempt to isolate the open ~ 
case and take care of him for years if necessary 
even though there may be little or no prospect of 
ultimate recovery. We should also be equipped to 
give the best possible medical and surgical treat- 
ment for any and every type of tuberculosis which 
may present itself. 


Length of Stay of Patients 


How long should patients remain? It is obvious 
that the type of case admitted and the purpose of 
the sanatorium will manifestly have a marked in- 
fluence upon the length of stay of the patient. 
The early cases will not require nearly as long a 
period of hospitalization as the advanced cases. 
But with the longer period of hospitalization of 
the advanced cases, the community derives an- 
other benefit from its hospital and that is a reduc- 
tion of the opportunities for infection of the re- 
mainder of the population. This, of course, varies 
with the length of stay of the open infectious 
patient. 


How the purpose of the sanatorium might affect 
the length of stay of the patient has been men- 
tioned previously in this paper and need not be 
repeated here. 


For the country as a whole, the average length 
of stay for 422 of the 471 sanatoria was 166 days 
per patient. The state and local sanatoria vary 
from 119 days in Oklahoma to 222 days in Wyom- 
ing. 


At Glen Lake Sanatorium, the average length 
of stay of all tuberculous cases increased from 
11.0 months in 1925 to 21.3 months in 1934 and 
then declined to 18.4 months in 1937. As most of 
our patients are advanced I think it indicates that 
the sanatorium is acting as a very effective isola- 
tion center and it may explain in part at least why 
the tuberculosis death-rate for Minneapolis has 
dropped from 147.14 per 100,000 in 1916 the year 
the Sanatorium was opened, to 42 in 1937. I 
might add that since 1933 the death rate has fluc- 
tuated between 37.2 and 42 per 100,000. 


Ratio of Beds to Population 


Another question is, how many beds shall be 
provided for the community? Some consider one 
bed per death adequate, others believe that two 
beds per death should be provided. We have be- 
tween three and four beds per death. However, 
that is due to the marked decline in the death- 
rate which has taken place since 1927 when we 
had 214 beds per death rather than to any in-. 
crease in sanatorium facilities. In fact, during 
this period there has been a decrease of 90 beds. 
But because of the decline in the death-rate there 
has been an increase in the ratio of beds to deaths. 
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Thus any community which today provides a cer- 
tain ratio of beds to deaths may in ten years find 
that this ratio has increased markedly. 


- Per Capita Costs 


What should a fair per capita cost be? This 
varies greatly in different localities. For instance, 
in the north heating alone is quite an item of 
expense while in the south little or nothing may 
be spent for that purpose. Aside from local dif- 
ferences the items entering into the determina- 
tion of per capita cost are wages and salaries paid 
personnel, the ratio of personnel to patients, the 
quality and quantity of food served, professional 
qualifications of personnel including nurses, 
physicians, dietitians, social workers, occupational 
therapists, etc., the medical equipment of the in- 
stitution such as the x-ray, laboratory, surgical 
facilities, dental facilities, facilities for training 
physicians, necropsies, educational and rehabilita- 
tion facilities, methods of buying, etc. 


The above factors plus the stage of disease of 
the patients, the purpose of the sanatorium and 
the type of treatment given, determine the per 
capita cost. This is well illustrated by two insti- 
tutions in a certain county in the United States. 
One institution gives excellent medical and sur- 
gical care and has also a well organized educa- 
tional program. This institution costs over three 
dollars per patient per day. The other institution 
gives primarily domiciliary care and costs about 
$1.50 per patient per day. 


The annual maintenance cost for all sanatoria 
and tuberculosis departments in the United States 
in 1934 together with the average per capita cost 
is shown on the following tables: 


Average 
per Capita Glen Lake 
cost Sanatorium 





Sanatoria 

(1934) Total $45,852,869.00 $2.37 
Tuberculosis Depart- 

ments (1934) Total $29,311,492.00 $2.95 


(1934) $2.28 
(1938) $2.76 


Considering the sanatoria as a group, the lowest 
per capita cost was $0.50 per day and the highest 
$6.74. Ours was $2.285 in 1934 but by 1938 it 
had increased to $2.76. Considering the tubercu- 
losis departments as a group the lowest per capita 
cost was $0.51 per day and the highest $8.96. 


In both sanatoria and tuberculosis departments 
one cannot but wonder what attention in general 
can be furnished for fifty cents a day, not even 
considering professional standards. 


The following table gives the average per capita 
cost of sanatoria by control. You will note here 
the average per capita cost varies from $1.74 for 
the city and county institutions to $2.94 a day for 
the private institution: 


City & : 
Federal State County City County Private 
$2.75 $2.01 $2.10 $2.04 $1.74 $2.94 


Control 


‘Per capita 





The Type of Medical Care 


Another problem of the hospital administrator 
is what type of medical care shall be furnished. 
Shall the physicians be on a full or part time paid 
basis or shall they be non-paid volunteers? 


What should be the ratio of physicians to pa- 
tients? How this is handled throughout the 
United States is illustrated by the following table 
which divides the 471 sanatoria on the basis of 
control. 


Of the entire group of sanatoria, 318 have full 
time medical staffs, 120 have one physician on full 
time duty, 66 have two, 44 have 3, and in 88 in- 
stitutions only were there more than three physi- 
cians on a full time basis. 


It is interesting to note that the private sana- 
toria have a lower ratio of patients to full time 
physicians including the medical director, one 
physician to every 32 patients, than do the public 
institutions, one physician to every 55 patients. 
Our ratio is 1 to 50. When the attending or con- 





RATIO OF PATIENTS TO PHYSICIANS 


Control Federal State 
Average daily census................ 3,179 15,756 
Medical Dir. 

Part-time 4 

Full-time 61 

187 
252 
151 

Total physicians 403 
Ratio full-time physicians and medical 

directors to patients ‘ 1—62 
Ratio all physicians to patients 1—39 
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County City 
18,364 7,227 2,309 


City and Total 
County Public 


46,835 9,490 


Private Total 
56,325 


88 90 178 
205 68 273 


67 10 
106 12 


t 
8 
187 80 561 142 703 


360 102 39 854 300 1,154 
813 221 64 1,276 919 2,195 


1,173 323 2,130 1,219 3,349 


1—51 1—71 1—55 1—32 1—49 


1—16 1—22 1—22 1— 8 1—17 
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sulting physicians are included the private sana- 
toria have one doctor for each 8 patients while 
the public institutions have one doctor for each 
22 patients. The larger number of patients per 
physician in the public institutions may be ac- 
counted for in part by the fact that the public 
institutions must act as public health agencies 
and isolation centers as well as curative agencies. 
In this capacity they have to keep many people 
over long periods of time for whom little can or 
need be done therapeutically but who constitute 
public health menaces and they increase the ratio 
of patients to physicians. Thus this higher ratio 
in public institutions does not necessarily mean a 
lessening of medical attention for those who 
need it. 


The science of medicine has become very com- 
plex, in fact so complex that no one man can 
thoroughly understand all of its ramifications. 
Therefore, I cannot urge too strongly that every 
sanatorium administrator whether it be a public 
or private institution gather around him and his 
resident medical staff, whose primary interest is 
the treatment of tuberculosis, as active a corps 
of consultants as his community affords. I realize 
that physicians are individualists and many of us 
like to be supreme in our own bailiwicks. That 
may be why the medical superintendent of one 
sanatorium refuses to have physicians in nearby 
towns act as consultants in the various specialties. 
The advantages of a consulting service may be 
illustrated by the following case which was re- 
ferred to us for special treatment of her recog- 
nized tuberculosis. This person had been a patient 
in another sanatorium for four years but an ex- 
tensive tuberculosis of the first, second, third and 
fourth lumbar vertebrae and of the right sacroiliac 
joint was unrecognized and when transferred to 


us she was allowed to travel over a hundred miles 
sitting up in a bus. All of this could have been 
avoided if there had been a consulting orthopedic 
surgeon connected with the institution, and from 
our experience I know it is very easy to get first 
elass men who are anxious and willing to give 
voluntarily of their time as consultants. 


In our opinion an active consultation service 
can only strengthen the standing of the medical 
staff of the sanatorium with its patients because 
the patients know that whatever may develop they 
will receive intelligent, adequate treatment. 


Ratio of Nurses and Employees 


Another important question is the ratio of 
nurses and other employees to the patients. This 
will vary, of course, with the type of patient ad- 
mitted, the type of treatment carried out in the 
institution, that is, ambulant or bed rest, the 
amount of surgery done and the anciliary services 
supplied such as the social service, occupational 
therapy and educational departments. While 
these factors may make an individual institu- 
tional variation in the average of employees per 
patient as great as was the variation in the per 
capita cost, the average for the United States as 
a whole is shown on the following table. In pre- 


paring this table the sanatoria are considered ac- 


cording to control and the ratio is figured against 
the daily average census: 


It is interesting to note that the private insti- 
tutions have an average of one nurse to every 7.2 
patients while the public sanatoria have an aver- 
age of one nurse to each 7.7 patients. Our ratio 
is 1 to 5.8 patients. Considering the other em- 
ployees besides physicians and nurses, the private 
and public institutions have an average of one 





RATIO OF NURSES AND OTHER EMPLOYEES TO PATIENTS 


Total 


City and Total Public and 


Control Federal State Public Private Private 
Average daily census 3,179 15,756 18,364 7,227 2,309 46,835 9,490 56,325 
Graduate nurses 917 1,499 629 123 3,498 760 4,258 
17.2 12.3 11.5 18.7 13.4 12.5 13.2 
308 126 a oa 434 104 538 
51.2 145.7 oa Pe 107.9 91.3 104.6 

6 66 18 ae: 90 50 140 
2,626.0 278.2 401.5 ae 520.4 189.8 402.3 
615 867 398 135 2,024 412 2,436 
25.6 21.1 18.2 17.1 23.1 23.0 23.1 
1,846 2,558 1,045 258 6,046 1,326 7,372 
8.5 72 6.9 8.9 12 7.2 7.6 
4,996 5,526 2,875 765 15,902 3,243 
3.2 3.3 2.5 3.0 3.0 2.9 


County City County 


19,145 


Other employees 


Total employees exclusive of phy- 
sicians 6,842 8,084 21,948 


2.3 2.3 . 2.1 


4,569 
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employee for each 2.9 or 3 patients. Our ratio is 
1 to 2.68 patients. Combining the nurses and all 
other employees except physicians we find that 
the private and public institutions have an aver- 
age of one employee to each 2.1 patients. Our 
ratio is 1 to 1.84 patients. 


Type of Nursing Service 


What type of nursing service should the sana- 
torium provide? Of course, there should be an 
executive group of graduate nurses who act as 
supervisors and there should be a general duty 
group. Should the general duty group, however, 
be composed of graduate nurses, practical nurses, 
students or ward maids? That depends on local 
circumstances. If the sanatorium has a large 
number of sick patients who require a great deal 
of bedside care, then perhaps a large proportion 
of the general duty nurses should be graduate 
nurses. Otherwise I think the so-called “prac- 
tical” nurse is adequate to give the ordinary bed- 
side care necessary in the average tuberculosis 
sanatorium. Ward maids have their place also 
as there is a great deal of work which can be done 
by them which will give the nurses more time 
to devote to the care of the sick. 


The question of the student nurse is one which 
each sanatorium will have to settle itself. How- 
ever, while 18 sanatoria have established nurses 
training schools with courses varying in length 
from two to three years, I do not believe the san- 
atorium has a wide enough variety of cases to 
offer an adequate training course. I believe it 


would be far better to offer an affiliating course 
of a few weeks or months for nurses from other 
institutions and $1 sanatoria, of which we are 
one, do that. Of course, this problem is not raised 
in the case of tuberculosis departments which are 
connected with general hospitals because the 
nurses in training in a general hospital will re- 
ceive some time in a tuberculosis unit. 


The janitors on the patients’ floors should be 
under the nurse in charge of the floor but there 
should also be a head janitor whose duty it is to 
see that the other janitors are doing their work 
properly. 


In other words, in my opinion, throughout the 
entire hospital there should be a head for each 
group whose duty it is to supervise the work of 
that particular group. 


Examination of Patients 


How thorough should the admission examina- 
tion of patients be? In our opinion this should be 
complete including a detailed history, general 
physical examination as well as a special chest 
examination and laboratory studies. 


Our ideas of the treatment of tuberculosis have 
been given in detail elsewhere.’ Briefly, they cen- 
ter about the use of rest which can be either gen- 
eral or local. General rest is bed rest. We be- 
lieve that it is indicated in every patient at the 
beginning of treatment. This is a general rule 
and of course must be subject to modification. 
For instance, sepeaters and old chronic cases of 





CLASSIFICATION OF BED REST 
GLEN LAKE SANATORIUM 


Activities Intensive (1) 
Sit up in bed for meals and No 
other purposes 


Meals May or may not feed him- 


self lying on side after 
food has been cut 
To x-ray, lamp or treatment Only in the bed 
room 


Occupational Therapy No O. T. work 
No writing 
Certain cases may read if 


bookrest is used 


Reading, writing, etc. 


Type of disease Toxic—febrile 


Caseous non-febrile 


Regular (3) 
No Yes 


Strict (2) 
Feed himself lying on side 


Feed himself sitting up 


Only in the bed or on a lit- 
ter 


In wheel chair 


Yes, while on side Yes 


Or lying down Sitting up in bed 


Non-toxic fibro-caseous le- Non-toxic fibroid lesion. 


Certain far advanced cavity 
cases that are non-opera- 
ble receive prolonged in- 
tense bed rest 


sion. More extensive 
fibroid lesion. 

Patients in group (1) who 
have improved sufficiently 
to stand more freedom in 
bed 


Long standing lesion of 
any degree 

Groups (1) and (2) be- 
cause of sufficient im- 
provement 


It is impossible to state definitely just how long a patient is held at each step. Dependent upon the factors mentioned 
above, i.e., the age, the extent and character of the lesion, the symptomatology and what is happening to the lesion as de- 
termined by x-ray pictures repeated every few months, the patient is either held in a position of status quo or is ad- 


vanced to the next step. 


114 


HOSPITALS 





fibroid tuberculosis where there is little or no 
chance for recovery, where the problem is a public 
health one rather than a medical one, can be given 
many more liberties. 


We believe that bed rest should be intensive at 
the start and that it can gradually be modified so 
that the patient may sit up in bed, read, do occu- 
pational therapy, vocational training, etc. Such 
patients, however, are always cautioned to re- 
member that mental activity is exercise and there- 
fore it should be kept below the fatigue level. 
This is well illustrated by the table, “Classifica- 
tion of Bed Rest.” 


We believe that bed rest should be continued as 
long as the patient is improving and when im- 
provement has ceased then it is time to think of 
some other type of therapy. 


We admit there are patients who will improve 
and even heal without such rigid standards. As 
yet we have no test but the trial and error method 
for determining the unusual resistance which such 
individuals possess. The safest plan then is to 
use bed rest even longer than may be absolutely 
necessary for in the words of Trudeau, “I know 
I have hurt no one by rest but I often have by 
allowing them to exercise.” 


Local rest, of course, centers about some of the 
various forms of collapse therapy and that. will 


be discussed later in the paper. 


Staff Conferences 


Should staff conferences be held? Two-hun- 
dred-and-fourteen-sanatoria hold routine diagnos- 
tice conferences, discuss observation, classify pa- 
tients and outline further treatment. In our in- 
stitution the chiefs of the various services have 
been working together for from ten to eighteen 
years and if they together with their assistants 
are not now able to outline the treatment for the 
patients on their service without routine staff 
conferences, they never will be. Therefore, only 
the unusual case is considered at conferences. 
Moreover, a group of twelve physicians working 
together afford ample opportunity for numerous 
informal consultations and exchange of views con- 
cerning the treatment of any particular. patient. 


How often should the patient be examined? In 
382 of the sanatoria the physical examination is 
repeated every three months and in 15, of which 
we are one, it is repeated every three months or 
oftener while in 30 it is only repeated when 
necessary. 


X-Ray Studies 
How frequently should x-ray studies be made? 
Only 84 per cent of the sanatoria require an x-ray 
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examination on admission, 35 per cent repeat the 
examination within three months, 27 per cent re- 
peat it in from three to six months, and in 27 per 
cent the x-ray examination is repeated only when 
it is considered necessary. Our policy is to x-ray 
the patients upon admission and then depending 
upon the case, to re-ray the patient in six weeks 
or three or four months. After that as long as 
the patient is in bed x-rays are repeated every 
four months or oftener if necessary. When ex- 
ercise is begun the x-rays are repeated every 
three months. 


Is a resident roentgenologist desirable? Only 
eight sanatoria have resident roentgenologists. 
In 220 the medical director maintains supervision 
over the x-ray work and in 144 the medical staff 
as a whole is responsible for the interpretation 
of the x-ray films while 87 sanatoria avail them- 
selves of a consulting roentgenologist. We employ 
a part time roentgenologist who works in close 
cooperation with the resident staff. We believe 
this to be a better policy than for the resident 
staff itself to attempt to supervise the x-ray work. 


Rest Periods 


What rest periods should be maintained? One 
hundred fifty-one of the sanatoria maintain one 
rest period daily, 273 require two or more periods 
of enforced rest. As the treatment of tubercu- 
losis centers about rest, we think that definite 
rest periods should be maintained. We enforce 
three rest periods, one just before dinner, one 
after dinner, and one after supper in the evening. 


Visiting Hours 


Visiting hours constitute a perplexing prob- 
lem. I believe each institution will have to handle 
that in its own manner. Certainly an institution 
in the city has a different visiting problem than 
an institution located several miles away from the 
center of population. However, in 280 sanatoria, 
of which we are one, visiting is permitted daily 
whereas in 135 it is restricted to two or three 
times a week. Our daily visiting is the result of 
custom rather than any belief that it is the best 
policy. 


How often should collapse therapy be used? 
This, of course, will vary with the type of patient 
admitted. In our own institution 53.8 per cent 
of the pulmonary group discharged during 1937 
received some type of collapse therapy. 


Surgical Unit 


We have our own surgical units and believe 
that the patients will receive better after-care if 
the surgery is done at the sanatorium. Under 
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this plan the after-care will be carried out jointly 
by the surgeon and the sanatorium physician who 
is thoroughly familiar with the general condition 
of the patient. If the sanatorium is not large 
enough to warrant a surgical unit, then an affili- 
ation should be made with a nearby general hos- 
pital. When that is done I believe the patient will 
receive better after-care if the sanatorium physi- 
cian and the surgeon can work this out together. 


Dental Service 


We believe that the routine check-up of the 
patient’s mouth should be a part of the regular 
admission examination with the correction of 
whatever pathology is found then, or may develop 
later, as a part of the regular Sanatorium treat- 
ment. This may be done by a visiting or full time 
staff depending upon the size of the institution. 
We have two full time dentists, two dental hy- 
gienists and one laboratory technician. 


Laboratory Facilities 


In my opinion laboratory facilities should be 
as extensive as the size of the sanatorium war- 
rants and whenever possible a resident patholo- 
gist should be employed. Necropsies add a great 
deal to the value of sanatorium work and wher- 
ever possible they should be a definite part of the 
laboratory service. The American Medical Asso- 
ciation requires a minimum of 15 per cent of 
necropsies before it will approve the institution 
for educational residencies in tuberculosis. In 
1937 we were fortunate to have necropsies on 67 
per cent of our deaths. 


Heliotherapy 


Facilities for heliotherapy are quite uniformly 
present in the sanatorium group either on the 


roof or in sun pens or on porches. There is a 
wide variation in the equipment for artificial 
heliotherapy. Some adhere rather closely to the 
methods and indications more generally accepted 
while others use it as a routine procedure for prac- 
tically all patients regardless of the type, stage 
or activity of the disease.° We believe in general 
that the carbon arc lamp is a better source of arti- 
ficial sunlight than the quartz lamp. However, 
the quartz lamp is indicated in certain conditions 
and has proved very valuable there. 


Educational Programs 


Shall the sanatorium teach medical students? 
I believe that sanatoria can well affiliate with med- 
ical schools for the training of medical students 
and certain institutions have been approved by 
the American Medical Association for the train- 
ing of resident physicians in tuberculosis. 
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What provision shall the sanatorium make for 
the utilization of the patient’s time during his 
period of treatment? Schools for children are 
maintained in 159 tuberculosis sanatoria. 


Of equal importance is the educational program 
provided for the adults. Occupational therapy is 
usually diversional in character and was the first 
type of program provided in sanatoria. Later 
educational systems of varying completeness were 
installed. This is very logical as it seems some- 
what inconsistent to spend so much money in re- 
storing the patient physically and to ignore the 
opportunity for mental advancement. Also, the 
majority of patients will have to lead a modified 
life when they leave the sanatorium and they can 
do this better if they are trained mentally than 
than if they are untrained. I am glad that Glen 
Lake Sanatorium can be included in the 45 san- 
atoria which conduct schools for adults and in the 
141 which offer various forms of occupational 
therapy and in the 53 which have some form of 
industrial rehabilitation. A good rehabilitation 
program may add 5 or 10 cents per day to the 
per capita cost and some think such a program 
is too expensive. But in order to really evaluate 
the cost of such a program it should be figured 
against the cost of relief for untrained persons 
rather than against the extra cost of training 
while hospitalized. If through such retraining 
they are able to earn a living after discharge 
rather than be on relief, certainly the extra 5 
or 10 cents per patient day which it costs while 
hospitalized is more than justified. 


One of the best ways of passing one’s time is 
through reading. Therefore, some type of library 
service is in my opinion essential in a sanatorium. 
When the institution is small this can be handled 
as part of some other department. This was our 
policy in the beginning but as soon as the insti- 
tution grew large enough to warrant a separate 
department one was established and it has proved 
indispensable, and a great boon to the patients. 


Social Service 


Is a social service department worth while? I 
believe it is and that a properly conducted de- 
partment can save the physician a great deal of 
time. That is a general statement and may be 
impossible of fulfillment in a small institution, 
still the long period of treatment in itself pro- 
duces many social problems, the intelligent solu- 
tion of which will do much to make for the pa- 
tient’s mental contentment with all that that may 
mean for recovery. Therefore, if the sana- 
torium is too small to have a definitely organized 
social service department, I suggest that some 
mechanism be found to carry on this function. 
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Dietetic Department 


How should a dietetic department be organ- 
ized? Of course in the smaller institutions it may 
have to be part of the nursing department but 
wherever possible we believe that the dietetics 
department should be a separate department 
under trained dietitians. We think furthermore 
that it can be run more economically if it is com- 
bined with the household department because 
waitresses can do chambermaid work part of the 
day. 


What type of diet should the tuberculous indi- 
vidual receive? We believe’ that a diet adequate 
in calories, vitamins and minerals for the man 
in health is suitable for the consumptive. With 
that thought in view our basic diet calls for about 
8,000 calories per day including half a pint of 
milk with each meal and at bed time and contains 
70 to 100 grams of protein and about 300 grams 
of carbohydrates, and the balance is composed 
of fat. We believe that if the protective foods 
such as dairy products including a quart of milk 
and leafy vegetables and a certain amount of raw 
vegetables and fruits are used freely that the 
remainder of the diet may be safely derived from 
any of our ordinary milled cereal products, tubers, 
roots, vegetables, sugars and meat. 


Of course if there is any metabolic disturbance 
which would require a special diet if the individual 
did not have tuberculosis, this diet should be given 
to the tuberculous patient. We are serving about 
120 special diets a day including diets for the 
diabetic, the nephritic, plain allergy diets, and for 
any and all other metabolic disturbances which 
the human flesh is heir to. 


Statistical Department 


Is a statistical department necessary? This I 
believe is as necessary in a well run sanatorium 
as it is in industry. Certainly an analysis of the 
results will make for far better work and I believe 
that each sanatorium should have such a depart- 
ment or at least a division. The smaller institu- 
tions, of course, will not be able to set up a sep- 
arate statistical department but if statistics are 
kept and are analyzed, the same purpose will be 
served as when a separate department is created 
in a larger institution. 


Safeguarding the Health of Employees 


Another problem for the sanatorium adminis- 
trator is that of safeguarding the health of the 
employees. This can best be carried out through 
a carefully planned health service. Our idea of 
such a planned health service has been outlined 
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in detail in an article which appeared in the July, 
1937, issue of HOSPITALS.* Briefly it consists 
of a complete physical check-up at the beginning 
of employment with periodic check-ups for tuber- 
culosis including a chest x-ray at frequent inter- 
vals, and a morning sick call for emergency work 
and the care of diseases and injuries which are 
covered by the Workman’s Compensation Act. 
The other non-tuberculous conditions should be 
taken care of by the private physician. 


Furthermore, it is conceded that the employee 
needs some protection in his work. Just how 
much protection and of what type is still debat- 
able. Our ideas on that subject have been fully 
covered in an article which appeared in the De- 
cember, 1936, issue of Tubercle.’ In brief, we 
attempt (1) to control the infection at its source 
and, (2) to so safeguard the employees that mas- 
sive infection will be prevented. The first plan, of 
course, centers about teaching the patients what 
to do to prevent the infection of others. This 
includes, covering their mouth with a fresh paper 
napkin while the physician or nurse is caring for 
them and whenever they cough, and expectorating 
into a sputum cup which can be burned. 


In safeguarding the employees we emphasize 
the essentials of cleanliness and that no intimate 
contact should exist between the patient and em- 
ployee. To carry out the essentials of cleanliness 
we have provided scrub basins at conveniently 
located places where the employees can wash their 
hands frequently. In addition to this, those em- 
ployees who come in intimate contact with the 
patients such as nurses, social workers, occupa- 
tional therapists, physicians, librarians, etc., are 
given a clean gown each day to wear over their 
uniform. The orderlies, janitors and others wear 
wash clothes. Masks are not provided for routine 
use although they may be used when caring for 
the careless or moribund patient. 


We also x-ray the employees routinely. The 
frequency of these examinations depends upon 
the character of the employment. Those in inti- 
mate contact with the patients are x-rayed every 
three months and those in remote contact are 
x-rayed only once a year. 


We think that the employees should be in- 
structed as to the type of disease they are caring 
for and what should be done to reduce to a min- 
imum the possibility of their carrying diluted 
sputum into their mouths. 


Still another factor is the working conditions 
of the employees. In my opinion it is rather in- 


consistent for those employees who are in inti- 
mate contact with patients to have to put in long 
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hours while those employees who are in remote 
contact with patients have much shorter hours. 
I believe that nurses, occupational therapists, 
social workers, etc., should be given as favorable, 
if not more favorable, working hours than the 
employees who do not come in intimate contact 
with the patients. 


After-Care of Patients 


Another important question for the adminis- 
trator to settle is that of the after-care of the 
discharged patients. Should the community’s re- 
sponsibility for the health of the individual termi- 
nate with the end of his sanatorium experience? 
In considering that one should remember that the 
community in hospitalizing him and restoring 
him to health has made quite an investment in 
that individual. Therefore, we believe that an 
attempt should be made to conserve that invest- 
ment through an out-patient service. The next 
question is, should this be supervised by the san- 
atorium or should it be supervised by an inde- 
pendent group? 


In a recent survey made of many institutions 
east of the Mississippi I found with the exception 
of New York City that irrespective of the type 
of control of the sanatorium, that is, whether it 
be controlled by the city or county or city and 
county, the dispensary and sanatorium systems 
were under one control. That I believe is the only 
logical solution of the problem for it makes for 
a much more coordinated unified program. 


Summary 


In summary, we believe that a hospital might be 
called a factory, the finished product of which is 
good health, the raw material is the patient, the 
factory worker is the hospital employee, the fore- 
man is the departmental head, and the engineer 
the doctor. It is of prime importance to the pa- 
tient and the community that his health factory 
should function as nearly perfectly as human en- 
deavor can make it. The larger sanatorium will 
have many departments which will be headed by 
various people who must have initiative, as well 
as different personalities. 


These must be adjusted in order that all may 
work together harmoniously as one unit. There- 
fore, I believe that some means should be found 
whereby the activities of the hospital can be co- 
ordinated. The best method is, I believe, a con- 
ference held at regular intervals to which each 
department including the medical is represented 
by its head or an accredited representative with 
the superintendent or executive head of the hos- 
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pital sitting in as a referee with the power of 
veto. 


In addition to the general departmental head 
meeting, I believe that each department shou!d 
have its own meeting where the problems of that 
particular department can be discussed. In this 
way each person has an opportunity to express 
his own ideas and to get the ideas of the other 
fellow which makes for better team work, more 
efficient running of the hospital and last but not 
least serves as a fertile ground for many new 
worth while ideas. 


After all each institution will vary in size and 
in circumstances peculiar to its own locality and 
the head of the institution will vary in his ability 
and his personality. In the larger institutions, 
at least, the head, whatever title he may have, 
cannot look after everything. What he does then 
becomes a matter of judgment and choice. One 
superintendent might be a very capable organizer 
and administrator but a very poor physician. 
Another superintendent might be an excellent 
physician but a poor administrator and organizer. 
The former will have to secure a very competent 
medical director while the latter should secure 
a competent business manager. In both instances 
the results, that is, a well run institution or sana- 
torium giving excellent care to the sick would 
be obtained but the methods by which these re- 
sults were secured would be entirely different. 
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IS month we are twenty-five years old 
and we are planning our 100th anniversary. 


Fantastic? We think not. Why we picked the 
100th is immaterial. Perhaps, because it sig- 
nifies a sort of permanence. Perhaps it is the 
limit of our imagination. 


In one sense it makes little difference. We, 
as individuals, will be gone long before that 
day comes. But Hospitals will still be serving 
human needs. They will be altered then — 
different in form, in appearance, in personnel, 
in technique — but unchanged in the ideal 
that has nurtured them for a thousand years. 


And if there are still Hospitals . . . there, 
working along with them, we hope Will Ross, 
Inc. will also be . . . changed, too, in form, 
appearance, personnel, technique — but un- 
changed in the ideal that gave us birth and 
enables us at twenty-five to still hope and 
dream and plan. For the roots of tomorrow 
are established today, and permanence is 
worth striving for. 


WILL ROSS, INC. « Wholesale Distributors and Manufacturers of Hospital Supplies « Milwaukee, Wisconsin 
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The Twenty-fourth Annual Convention of 
the Catholic Hospital Association of 
the United States and Canada 


Meeting in twenty-fourth annual convention in 
Milwaukee, June 12-16, under the patronage of 
His Excellency, the Most Reverend Samuel A. 
Stritch, D.D., Archbishop of Milwaukee, the Cath- 
olic Hospital Association Convention attracted the 
largest attendance in its history with a registra- 
tion approaching 1,500 of the clergy, sisters, and 
others connected with the operation of the Cath- 
olic institutions. 


Preceding the convention, the Sixth Annual 
Conference on Hospital Administration was as- 
sembled, together with the Conference on Labo- 
ratory Technology. The Seventh Institute on 
Nursing Education was conducted on the Satur- 
day preceding the convention with a discussion 
of such subjects as “The Nursing School Evalua- 
tion Program,” “Student Guidance” and “Faculty 
Function and Growth.” Of particular interest to 
the conferrence was the interpretation and eval- 
uation of the Profile Maps portraying the prog- 
ress and development and present standing of 
nursing education in Catholic hospitals. 


The convention itself opened on Monday with 
“The Cooperative Relationship of the Public and 
the Private Agencies in the Health Field” as the 
theme of the session. The afternoon sessions of 
the convention were given over to the sectional 
meetings and conferences where the subjects for 
discussion were “Air Conditioning Service”; ‘Tu- 
berculosis Service in the General Hospital”; 
“Organization and Administration of Nursing 
Service”; “Religion in the Curriculum of the 
Catholic School of Nursing”; and “Library Ser- 
vice in the Catholic School of Nursing.” 


On Tuesday morning, sectional meetings on 
“Accounting and Budgetary Control;” “Cancer 
Service in the General Hospital”; “Aspects of 
Maternity Care”; “Scholastic and Administrative 
Records in the School of Nursing”; “The Respon- 
sibility of the Medical Record Librarian”; “The 
Expansion Program of the Catholic Hospital Asso- 
ciation”; “Recent Legislation Affecting Hospi- 
tals” were discussed. 


On Wednesday morning, the topics discussed 
were under the heading of “The Small Hospital” ; 
they included “Group Hospital Service for Rural 
Hospitals”; “Obstetrical Service in Small Hospi- 
tals’; “The Small Hospital Under the Social Se- 
curity Act”; and “Principles Governing Simplifi- 
cation of Functional Allotments in the Small 
Hospital.” 


The subjects for discussions and conferences on 
Wednesday were “Anesthesia Service;” “The 
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Development of Orthopedic Service”; “Student 
Guidance in the Catholic School of Nursing”; 


“Purchasing” ; “The Development of an Assembly 
of Bishops’ Delegates.” 


The Thursday program was given over to the 
discussion of “Phases of the Individuality of the 
Catholic School of Nursing’; “The Chaplain’s 
Conference” ; and “The Individuality of the Catho- 
lic hospital.” 


On Friday, under the general heading of “Group 
Hospital Service,” the subjects discussed were 
“Organizational Patterns”; “Financial Stability 
of Group Hospital Plans’; “The Approach to 
Prospective Subscribers” and “The Stress on the 
Social Meaning of Group Hospital Service.” 


The program was assembled and the convention 
was conducted by the President of the Catholic 
Hospital Association, The Reverend Alphonse M. 
Schwitalla, S.J., and the Executive Secretary, 
M. Ray Kneifl. 


The educational and commercial exhibits were 
very extensive and particularly well assembled. 
—_—_~——_——_ 


New Jersey Hospital Association 


The New Jersey Hospital Association met in 
its fifteenth annual convention in Atlantic City, 
June 8,9 and 10. Among the prominent hospital 
people on the program were Dr. G. Harvey 
Agnew, President of the American Hospital As- 
sociation; Dr. Emil Frankel, Dr. George O’Han- 
lon, Dr. R. C. Buerki, F. Stanley Howe, L. A. 
Ayer, and Dr. Norman M. Scott. 


The New Jersey Hospital Association, together 
with the Medical Society of New Jersey, listened 
to an interesting report of a survey to increase 
accommodations for private care of persons in 
moderate circumstances. 


F. Stanley Howe, the director of the Orange 
Memorial Hospital, Orange, New Jersey, analyzed 
the hospital costs and emphasized that, while 
eighteen million dollars were spent in operating 
the New Jersey hospitals each year, only ten mil- 
lions of this sum was received as reimbursement 
from the patients for their care. 


Mr. Howe succeeded Dr. Edward Guion as 
president of the New Jersey Hospital Association 
for 1940. The Association elected Mrs. Mary 
Conklin of Hackensack as president-elect. The 
other officers elected were: Vice-president, Otis 
M. Auer; treasurer, Thomas J. Golden, and sec- 
retary, Dr. George O’Hanlon. 


In an address at the annual banquet, President 
Guion made a plea for more facilities for caring 
for the indigent chronic sick. The Commissioner 
of Institutions, W. J. Ellis, presided as toast- 
master. 
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Nees 


( sevont I LEAVE, NURSE, TELL ME 
—WHAT MAKES THIS BED SO 
WONDERFULLY RESTFUL? 








CERTAINLY. « -ITHAS A 
U.S. ROYAL FOAM 





SPONGE MATTRESS ) 


“We Nurses Cheer for Foam Sponge mat- 
tresses, too. Only half the usual weight! 
So flexible they roll up small, like this—and 
fold back easily for bed-making. They’re 
sag-proof, so we never have to turn them.” 





“See These Holes ? They help cut down 
weight, increase softness. Foam Sponge 
itself is feather-light. It’s mostly air— 
millions of tiny cells that all connect 
and make it self-airing, cooler in sum- 
mer and warmer in winter.” 





Softer Than Flesh — Foam Sponge molds it- 
self to every contour of the body—supporting 
completely, distributing weight evenly, rest- 
ing perfectly. It “flows” down around curves 
that less flexible surfaces flatten tiringly— 
“flows” up to support curves that are usually 
“bridged.” Even clothes, folds and bandages 
are absorbed by the mattress instead of irri- 
tating the body—eliminating the major cause 
of bed sores. Foam Sponge is naturally re- 
pellent to germs and vermin. Entirely porous, 
it is easily re-sterilized through and through. 
Covers slip off for laundering. The mattress 
itself is washable. 


Sag Proof — moulded in one piece —with 
nothing to sag or pack down—Foam Sponge 
holds its shape and saves “rebuilding” ex- 
pense year after year. Entirely unlike ordi- 
nary “sponge” rubber—it is odorless, prac- 
tically inert to oxidation, doesn’t get brittle 
—and its millions of air cells interconnect 
for hygienic self-ventilation. What is Foam 
Sponge? Pure milk of rubber trees (from 
our own plantations in Sumatra), whipped 
into Foam—then molded by the U. S. Rub- 
ber process that assures permanent shape. 
Its longer life will reduce your mattress re- 
placements. Write us for further facts. 


RUBBER WILL 
SERVE YOU 
BETTER 


UNITED STATES RUBBER COMPANY + MISHAWAKA, INDIANA 


July, 1939 





The Hospital Book Shelf 


THE MASSACHUSETTS GENERAL HOSPITAL—ITS 
DEVELOPMENT—1900-1935. Frederic A. Wash- 
burn, M. D. The Riverside Press, Cambridge, 
1939. 


It is more than fitting that the history of the 
Dean of American Hospitals should be written by 
the Dean of American Hospital Administrators 
who has guided its destinies since the turn of the 
century. 


During its century and a quarter of service, the 
Massachusetts General Hospital has been a 
trusted leader not only in proper methods of car- 
ing for the sick but in the development of sound 
methods of administration of hospitals and in the 
development of the hospital as an educational in- 
stitution. 


The development of ether anesthesia, to rob 
surgery of its terrors; of medical social service, 
to treat the patient as a man rather than as a 
case; and of the middle-rate plan for the great 
“in-between” class of patients, have been mile- 
stones in improving service to the community as 
well as to the patient. 


As an institution is but the lengthened shadow 
of a man, no one who has known the author dur- 
ing his distinguished career as Resident Physi- 
cian, Director and Director Emeritus can be at 
all surprised at the advancement or the standards 
of the institution he directed, and of which he now 
writes. Always a strict disciplinarian, he has also 
been a true maker of men, as attested by the 
many outstanding administrators who learned 
their art under his tutelage. 


His history is highly factual, but leavened with 
anecdotes which give a human understanding of 
his many distinguished co-workers, and which 
make both sound history and a truly human 
document. 

ici, 
COMMUNITY CHESTS AND COUNCILS, INC. 1939. 
$1.00. 


Since the first Council of Social Agencies was 
formed in 1909, this mechanism for the coordina- 
tion of the social work of the community has so 
far proved its usefulness that there are now 306 
agencies of this type in the United States. Every 
city of more than 500,000 population has a coun- 
cil. There: are sixty-eight in the eighty cities of 
between 100,000 and 500,000, and 223 in cities of 
100,000 or less. 


The authors have made a careful survey of 
twelve outstanding councils in reference to struc- 
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ture, purpose, function, and procedures, and data 
thus secured constitutes a valuable guide for the 
formulation of administrative policies of such 
community agencies. 


—_—<>_—_ 
A TEXTBOOK OF PSYCHOLOGY. Maude B. Muse, 


R.N., A.M. W. B. Saunders Co. Fourth Edition 
Review. 1939. $2.50. 


Revised in the light of fifteen years’ use as a 
textbook for nurses and of the author’s extended 
experience as a teacher of nurses, the present edi- 
tion is especially suited for its purpose. 


The pupil nurse needs an understanding of the 
principles of psychology to permit her own ad- 
justment to the new environment and personal 
problems she finds in the training school. And as 
a graduate her success, whether in private duty 
or in institutional work, will be conditioned on 
her understanding of psychology even more than 
on her purely manual or technical skills. 


The book first lays its foundation on the nature, 
scope and principles of psychology, and proceeds 
with their application in mental tests and meas- 
urements of the psychology of learning and of 
acquired mental disorders. 


The author has adopted good textbook arrange- 
ment, concluding each chapter with questions and 
exercises, and a comprehensive bibliography. 


sonsnalilllieeciaiccaans 


THE PATIENT AS A PERSON. G. Canby Robinson. 
The Commonwealth Fund. 1939. $3.00. 


The love and confidence given the old-time fam- 
ily practitioner by his patients sprang from his 
recognition of them as persons rather than mere 
“cases.”” He knew their daily life, shared their 
trials and tribulations, and his kindly sympathy 
and understanding more than compensated for 
any deficiencies in the knowledge or use of medical 
science of which he may have been guilty. 


Medical science and the methods of its applica- 
tion have so occupied the physician’s mind that he 
has too often forgotten or neglected the emotional 
or psychological elements in the patient’s condi- 
tion. The developments of medical social service 
have done much to fill the gap between the pa- 
tient’s need and his economic ability to meet it, 
but now comes a very clear exposition of a third 
element needed if the patient is to enjoy the full 
benefits of what medicine has to offer—a better 
understanding of the effect of his psychoneurotic 
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Heatra BEGINS 
IN THE KITCHEN 


No one would deny that the kitchen is one of 
the most important departments of a hospital. 
Certainly nowhere else is it so important for 
dishes to be washed thoroughly. 


Many hospital superintendents put this 
responsibility on Wyandotte. They know that for 
forty-one years we have been making cleaning 
products — they know that one of our five differ- 
ent dishwashing products will meet their water 
condition and give their patients table and tray 
service that is impeccably clean and safe. 


Each Wyandotte culinary cleaner is quick-act- 
ing and free-rinsing; this means that no film is 
left on dishes to attract dirt and germs. Each 
one is built for a definite water condition—hard, 
soft, or medium; and each one will, in its proper 
place, save you time and money. 

Ask your Wyandotte Service Representative 
about one of these five: Wyandotte Keego, Poma, 
Cherokee, Cleaner & Cleanser, or Wyandotte 
H. D.C. He will be glad to show you which one 
is especially designed for your hospital’s use. 


THE 


J. B. FORD SALES CO. 


WYANDOTTE, MICHIGAN i\g 


Service Representatives in 88 Cities 











M. BURNEICE LARSON, Director 


Equipment does make a_ hospital 
great; but, men and women 
make it greater! 





We've lists of the “finest in the land” ... lists of people for 
every finer task you have, lists from which you can choose one 
or two or ten or fifty ... spunky, eager, smart and pleasant, self- 
reliant people. Find YOUR personnel from such as these. 








The world marvels at the ways they build great 
hospitals today . . . but all they've done is but 
half enough until you “man” them with the finest 
people you can find. 


Until then the thing is mute. Modern functional 
design, warm colors, an academic economy, are as 
though they had never been unless you've men 
and women of a super kind to start and keep it 
on its finer way. 


The fame of all you do depends upon the nurses, 
the physicians, and the surgeons . . . that are 
yours. Steel and stone and functional design have 
much to do but less than men and women when 
they have chins that tilt, and eyes that challenge 
every difficulty, and nimble, skillful fingers, and 
wisdom, and understanding, and eager intent, and 
comfortable, pleasant ways. 


You need not have less. 
You can have such as those. 
We will find them for you. 


We've spent our lives, have learned the ways to 
find them, have won their understanding faith 
and confidence. Ask us for them, for folks who 
would help you make your hospital greater. That 
is our great work. 


THE MEDICAL BUREAU 


55 East Washington Street 
CHICAGO, ILLINOIS 





reactions to his physical condition and environ- 
ment. 


Dr. Robinson has applied his rare understand- 
ing of the problems involved in a clear cut and 
thorough ‘clinical study of 174 patients’ classified 
according to the general type of physical illness 
with which they were afflicted. Each case has been 
studied not only from the standpoint of his clin- 
ical physical condition, and whatever effect his 
economic condition may have, but both have been 
carefully related to his psychoneurotic reaction 
from a therapeutic as well as from a diagnostic 
standpoint. 


This systematic and searching study can not 
fail to point the way to further studies of a simi- 
lar nature, and to contribute to a more under- 
standing and well-rounded consideration of the 
patient as an integral part of society rather than 
as just another number in the case record file. 

—_——. 


AND YE VISITED ME. Russell L. Dicks. Harper 
and Brothers. 1939. Price $2.50. 


In this, his fourth book on the art of minister- 
ing to the sick, the author collects what medical 
men would term case histories on such cases 
as “Doubt,” “Discouragement,” “Bitterness,” 
“Faith,” “Loveliness,” and the many other mental 
states which may afflict the sick and which are 
quite as much in need of skillful treatment as are 
their more evident physical ailments. 


Typical cases of each type are presented in 
detail together with questions or study sugges- 
tions as to the best methods of meeting the prob- 
lems suggested. 


The book incorporates typical cases from the 
experience of several cooperating ministers of the 
gospel, but might well be studied by every physi- 
cian who appreciates how much the psychological 
condition of the patient may affect his physical 
welfare. 

—_————_—. 

YouR COMMUNITY—ITS PROVISION FOR HEALTH, 
EDUCATION, SAFETY, AND WELFARE. Joanna C. 
Colcord. Russell Sage Foundation. 1939. 
Price 85 cents. 


In 1911 Margaret Byington, working under the 
auspices of the Russell Sage Foundation, prepared 
a pamphlet, ‘What Social Workers Should Know 
About Their Own Communities.” The last revi- 
sion of this pamphlet was made in 1929. 


Miss Colcord’s presentation brings down to date 
the far-reaching changes which have taken place 
since that date, both in the field of community 
organization for health, education, safety, and 
welfare, and in the methods of making community 
surveys. 
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The book goes into detail as to methods of mak- 
ing community surveys, evaluation and presenta- 
tion of material, as well as studies and evaluation 
of existing community agencies. 


——— 


HOSPITAL LIBRARIES. E. Kathleen Jones. Ameri- 
can Library Association, Chicago. 1939. $2.50. 


Started as a revision of a previous book, the 
author found so much progress had been made as 
to require complete rewriting of the text. 


The author draws a clear line between the pro- 
fessional and the patient’s library. The discussion 
of the professional library is limited to sources 
and classification. In considering the library for 
the school of nursing she discusses such matters 
as book selection, number of duplicate copies re- 
quired, and the assistance which is available by 
cooperation with public libraries. 


Patient’s libraries are considered largely from 
the standpoint of their therapeutic value, which 
is given extended discussion, including case his- 
tories. 


Careful study is made of the types of hospitals 
to be served, of the relation of the librarian to the 
service she is able to render, and all is focused in 
a detailed description of the organization and 
routines of the patient’s library, including impro- 
visation and home-made equipment. 


The appendices discuss bibliotherapy, costs, and 
sources, and contain a rather extended bibliog- 
raphy of the subject. 


= 


HOUSING FOR THE MACHINE AGE. Clarence Arthur 
Perry. The Russell Sage Foundation. 1939. 
$2.50. 


The development of mechanical transportation 
has brought basic changes in city and community 
planning. 


In this presentation the author further develops 
his thesis of planning for community units in 
which the integration of the group into a definite 
community-conscious unit may be accomplished 
within the limitations imposed by present day 
transportation and economic conditions. 


——_g—_—- 


REFERENCE HANDBOOK FOR NURSES. Helen F. 
Hansen, R.N. W. B. Saunders Co. 1938. 


As its name implies, this little handbook is a 
handy quick reference for emergency treatments, 
materia medica, nursing procedures, and the ap- 
plication of these procedures to the more common 
diseases. 

(Continued on page 128) 
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HILL-ROM 


rede tA COMFORTS ..... 
p New PROTECTIONS. . 
CONVENIENCES 


Good Samaritan 


PROTEKTENT BED CANOPY 


_..... > —_ Consists of two’ 
Su a — arches which clamp 
— ee (notoolsneeded) to 
f the side sills of bed, 
and a grid which 
rests on the arches; 
when covered with 
bed-clothing forms 
a perfect bed - tent. 
Adjustable as to 
length and height. 
All metal, stainless, 
strong, light. No 
need to call an or- 
derly. The nurse 
can easily carry 
and affix it. 


Its uses are practically unlimited. Indispensable in cases of burns, 
gangrenes, amputations, compound fractures, skin grafts. Very 
practical as support for heat lamps, irrigators, slings; and as an 
inhalation tent. Roomy—need not be removed during examinations 
and treatments. Amazingly inexpensive—You can afford to own 
as Many as your average bed occupancy. 


PROTEKTENT 
JUNIOR 


is an across-the-bed sin- 
gle arch, adjustable as to 
wicth. Prevents the dis-_ 
comforts of tightly drawn 
covers; allows freedom of 
movement without expo- 
sure. Medical as well as 
surgical cases deserve its 
advantages. Costs no 
more than pillows. Send 
for descriptive circular. 


Anecessary safety de- 
vice for restless or 
irresponsible patients. 
A valuable aid to the 
nurse. Reduces the 
Hospital’s liability. 
Hill-Rom Side 
Guards are made of 
steel, light but strong. 
Universal clamps al- 
low them to be at- 
tached to any bed 
. frame, and any nurse 
can do it easily,—no 
tools necessary. 


Clamps are hinged and guard may be lowered, when necessary to 
attend the patient, without detaching from the bed. When raised, 
guard automatically locks in place. 

Several pairs of Side Guards ‘‘200” constantly available are ex- 
cellent and inexpensive liability insurance. 


“Institutional Furniture,” a beautifully illustrated catalog, will be 
gladly sent you upon request. 


THE HILL-ROM COMPANY 


MAKERS OF FINE FURNITURE 


AS 
SPECIALISTS IN PROTECTIVE AND effar io 
COMFORT DEVICES FOR HOSPITALS Vex 


BATESVILLE + + INDIANA “ee 


July, 1939 














make your 
LINENS LAST 


LONGER 
wash them the safe 


OAKITE WAY! 


Hospital laundering departments know the com- 
mon sense of the axiom “use only safe washing 
materials if linen life is to be prolonged”. That’s 
why Oakite Laundry Compounds are so enthusi- 
astically used in hospitals. 


Into these specially designed compounds, there 
has been scientifically incorporated an effective 
combination of wetting-out action and detergent 
action that gently, safely, removes all traces of 
service stains, grease, dirt and grime. They 
rinse freely, quickly, completely. Linens washed 
this superior Oakite way come out soft, sweet- 
smelling, bright and clean. 


WRITE FOR COMPLETE FACTS 


Ask us for details on how you can put Oakite 
Compounds to a conclusive test 

in your own laundry, to prove the 

safety, economy and effectiveness 

of these superior washing mate- 

rials. Such a trial will not obli- 

gate you in any way. Write 

today. 


Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St., NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 


E 
ATE a A 


MATERIALS & METHODS FOR EVERY a 








News of Interest to the Hospital Field 


Adelaide F. Bartlett, R.N., resigned as super- 
intendent of the Homeopathic Hospital of Chester 
County, West Chester, Pennsylvania, effective 
June 22. 

—.>—_——— 

George Buis has resigned as assistant superin- 
tendent of the John Sealy Hospital, Galveston, 
Texas, effective August 1, to accept the superin- 
tendency of the Brackenridge Hospital, Austin, 
Texas. 

——_»———— 

Mildred Collins, who has been associated with 
Hatton Hospital for ten years, has been appointed 
superintendent of the new Municipal Hospital, 
Grand Rapids, Michigan. 

et 

L. N. Hickernell has been appointed assistant 
superintendent of the City Hospital, Cleveland, 
Ohio. Mr. Hickernell was formerly chief phar- 
macist of this hospital. 

emctaiiiteinion: 

Mrs. Ritchie W. Lemmer succeeded Marion E. 
Lush as superintendent of nurses at the Tulare 
County General Hospital, Tulare, California. 

shite ah 

Dr. J. H. Linson, formerly medical officer in 
charge of United States Marine Hospital, St. 
Louis, Missouri, is now chief quarantine officer, 
Honolulu, T. H. 

Saosin 

Oswyn McFarland, M.D., has been appointed 
superintendent of the new Mid-State Charity Hos- 
pital, Pineville, Louisiana. 

Sait 

James T. Pate has assumed his duties as assist- 
ant superintendent of the Long Island College 
Hospital, Brooklyn, New York. Mr. Pate served 
in a similar capacity at the Manhattan Eye, Ear 
and Throat Hospital, New York City, since 1934. 

vaneiiiaaimateniien 

Lucy Abbott Pollock, R.N., has resigned as 
superintendent of the William W. Backus Hos- 
pital, Norwich, Connecticut, and Dr. Maurice R. 
Moore has been named as her successor. 

<aicsidilaltandait ta 

Elsie Thacker has assumed her duties as super- 
intendent of Granville Hospital, Oxford, North 
Carolina. Miss Thacker succeeds Mrs. A. E. 
Carlyle, who resigned. 

Pe OE 

New Haven, Connecticut—St. Raphael’s Hos- 
pital, New Haven, Connecticut, conducted by the 
Sisters of Charity of St. Elizabeth, is planning a 
program of expansion, including a new unit which 
will greatly increase its present capacity of two 
hundred sixty beds. 


126 


Stamford, Connecticut—St. Joseph’s Hospital, 
Stamford, Connecticut, managed by the Sisters of 
St. Joseph, is conducting a campaign for the pur- 
pose of building a new unit to cost $250,000. 

RES 

Washington, D. C.—Construction of the Freed- 
men’s Tuberculosis Annex, Washington, D. ©., 
will be started within a short time. The new 
annex, which will be erected at a cost of $600,000, 
will accommodate 150 patients. 

stimeiiaaenais 

Sioux City, lowa—Contracts have been awarded 
for the construction of a new addition to the 
Lutheran Hospital, Sioux City, Iowa. The new 
addition will house a pediatric department and a 
new boiler room. 

———__—- 

Baltimore, Maryland—The new $35,000 wing 
of the Kernan Hospital, Baltimore, Maryland, was 
formally opened. The addition was started last 
November with funds provided by the wills of 
Sophie J. Ohler and Mrs. Harry Hall, who left 
legacies of $30,000 and $6,000, respectively. The 
wing, which is for crippled children, will be two 
stories high and of fireproof construction. 

Pi Ca 

Brooklyn, New York—The House of St. Giles 
the Cripple, Brooklyn, New York, the enlargement 
of which has recently been completed, was rededi- 
cated on June 5. The building was opened in 
1916, and the construction of the new building 
and the modern out-patient department was ac- 
complished at a cost of $200,000. 

cnasteiiieidiilen 

Cincinnati, Ohio—The Institute for Medical Re- 

search, the new unit of the Jewish Hospital, Cin- 


cinnati, Ohio, was dedicated on May 29. 
—_——$@—__—— 


Cleveland, Ohic—Contracts were awarded on 
June 13, for the construction of a $250,000 addi- 


tion to Fairview Park Hospital, Cleveland, Ohio. 
eiicibeanaltnaietnss 


Coshocton, Ohio—Plans for the Bachert Me- 
morial addition to the City Hospital at Coshocton, 
Ohio, have been approved. Construction of the 
new addition was made possible by a gift of 
$25,000 by the late Ernest A. Bachert, supple- 
mented by a grant from the PWA. 

nssiliailaiaiag 


Mount Vernon, Ohio—The new addition to 
Mercy Hospital, Mount Vernon, Ohio, was opened 
for public inspection on June 4. This is the 
second major expansion since the hospital was 
founded in 1918. Mercy Hospital is operated by 
the Sisters of Charity of Nazareth, and Sister 
Mary Cassilda is Sister Superior. 
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ohn Sexton & Co. Chicago, IIl. 
yle- Fao ——. Co. ¢ Mfg. Co. Mil Aissen, > 
- 3 . Co. Milwaukee, Wis. 
Spring Air cane . tect Holland, Mich. HH ® | ayl Ndy, 
i ' e t 
Standar ¥ ‘Apparel Co. gh Clevelend, Ohis ospita ~ 
Standard i ectric Time Co. Springfield, Mass. Q 
to Stanley Supply Co. New York City e Oo 
Thorner Brothers New York City 
Troy Laundry Machinery Corp. New York City yj al £ 
ed Union Carbide Co. New York City re Us rtes x 


he United States Hoffman Mach’y Corp. N. Y. City ¥, 
Vestal Chem. Laboratories, Inc. St. Louis, Mo. 


a & 
of mee ae | ~Association Soman 





Williams Pivot Sash Co. Cleveland, O 
er Wilmot Castle Co. Rochester, Ne " 
Wilson Rubber Co. Canton, Ohio 





Zimmer Manufacturing Co. Warsaw, Ind. formerly HOSPITAL EXHIBITORS’ ASSOCIATION 
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